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NTIL fairly recently cancer of the corpus 

of the uterus has been looked upon primarily 
as a surgical disease, largely because it grows 
rather slowly and remains confined to the 
uterus for a relatively long period. Also in 
competent hands, panhysterectomy is a com- 
paratively simple operation and high cure rates 
are the rule in early cases. In spite of this 
favourable situation, radiation therapy has 
heen used in certain large clinics for over thirty 
years, probably due to the fact that many cases 
are clinically inoperable because of such con- 
ditions as obesity, old age or constitutional dis- 
ease. There is also a small group of anaplastic 
carcinoma that is entirely unsuitable for sur- 
gery. Healey has stated that in these very 
malignant growths surgery alone has given 
practically no cures! 

These considerations led gynecologists to 
use irradiation in cases that were unsuitable for 
surgery. Professor Heyman? of Stockholm was 
one of the pioneers in this field, treating as he 
did, cases of cancer of the corpus as well as of 
the cervix as far back as 1913. Originally the 
same technique was used for both, but as knowl- 
edge of the effects of radium grew, the possi- 
bility of a more satisfactory method of treat- 
ment for the corpus became obvious. In the 
effort to obtain a more homogeneous irradiation 
throughout the uterine cavity different clinics 
have evolved different methods, special ap- 
plicators have been devised, and various reports 
have been published. We are familiar with the 
‘*Y’’ shaped intrauterine applicator of Schmitz® 
and the hysterostat devised by Friedman,‘ as 
well as with reports of Pfahler,> Healey,® 
Crossen’?’ and others. Many of the large 





*Read at the Seventy-eighth Annual Meeting of 
the Canadian Medical Association, Section of Radi- 
ology, Winnipeg, June 25, 1947. 
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European clinics have also worked on this 
problem. 

While observing Heyman’s work in Stock- 
holm in 1936, one beeame impressed by his 
scientific approach to the problem and the good 
results obtained; through his courtesy the 
necessary apparatus was procured and the 
packing method put into use at the British 
Columbia Cancer Institute at the end of 1938. 

One is diffident about presenting a relatively 
small number of cases, but Professor Heyman‘ 
tells me in a recent letter that as far as he 
knows, no other clinies in Canada or the United 
States are using the Stockholm method, though 
actually, Richards and Cosbie® of Toronto used 
multiple radium sources within the uterus as 
far back as 1936, and more recently, Arneson 
of St. Louis, has made a deliberate attempt to 
approximate Heyman’s technique. In all Arne- 
son’s?® eases radium treatment has been fol- 
lowed by hysterectomy, and this routine pro- 
cedure of post-radiation hysterectomy gave him 
the opportunity to compare the incidence of 
residual malignancy following the tandem ap- 
plication previously used, with the incidence 
following the improved multiple source radia- 
tion—in the former only 15% were found to 
be free of residual tumour, while in the latter 
there were 80%. Heyman further states that 
most clinics in Seandinavia, as well as several 
in Great Britain, have adopted the packing 
method. Under these circumstances, it was sug- 
gested that a progress report on our own series 
would be of interest. 

The Stockholm method of treatment for can- 
cer of the uterine body has been elaborated over 
the years. Up to 1930, a single uterine tube 
was used, the only variation being in the length 
of the tube, which in each case conformed with 
the length of the uterine cavity. Up to this 
time, all operable cases had been submitted to 
surgery, as in other clinics throughout the world. 


Heyman published his first statistical analysis of 
the results of the radiotherapy in corpus cancer in 
1929. This was based on a series of 46 cases treated 
between 1913 and 1922. It became apparent to him 
at that time, that comparable results were less favour- 
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able than for cancer of the cervix and experiments 
were therefore initiated to improve the technique of 
treatment for carcinoma of the corpus. By the process 
of gradual evolution, the packing method was arrived 
at and became standardized by 1935. Originally this 
method was, as Heyman has said, rather primitive, 
the radium sources being few in number and of high 
intensity. Eventually, however, the uterus was packed 
with a varying number of irradiators of equal strength 
and filtration. In order that there should not be too 
much variation in the total amount of radium used, 
different sized additional filters were made available 
for the radium capsules, the important consideration 
being to pack the cavity of the uterus quite full, so 
that a uniform dose be given through the whole endo- 
metrium. The original Stockholm tubes contained 8 
mgm. of radium element, had an external length of 
20 mm. and a wall thickness equivalent to 1 mm. of 
lead. Our containers vary slightly because they were 
made to fit the conventional 10 mgm. platinum needles 
(14 mm. long and 0.5 mm. platinum filtration) com- 
monly used on this continent. The filtration equivalent 
of our radium containers is 0.5 mm. of platinum, which 
with the 10 mgm. ‘needle makes a total filtration 
equivalent to 1 mm. of platinum. Three different 
sizes of monel metal shells are provided for the 
purpose of obtaining the requisite distance. The in- 
strument supplied for the actual packing process has 
the simplicity of expert workmanship and the whole 
packing procedure is very simple. Twisted stainless 
steel wires are attached to the containers and on the 
opposite end of each wire is a numbered metal tag. 
This is an important detail as the containers must be 
removed in the opposite order to which they are in- 
serted to avoid tangling of the wires. Heyman tells 
of this mishap once necessitating an emergency hyster- 
ectomy. A frame is also provided in which the loaded 
capsules can be sterilized. 


Fig. 1—(a) Curved directors for carrying the radium 
capsules. (b) Radium capsule with its numbered metal 
tag. (c) Additional shells of three sizes. 


At first, Heyman tréated only inoperable 
cases, but results proved to be so satisfactory 
that operable cases were attempted and hyster- 


ectomy done following radium _ treatment. 
Routine hysterectomy was later abandoned and 
done only in those cases where the symptoms 
were not controlled, or later recurred. 

In proceeding with treatment, the extent of 
the uterine cavity is first estimated, and the 
approximate size for the additional shells 
selected, the uterus is then filled with radium 
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sources. The number necessary in our series 
has varied from six to twelve. In one instance 
only was it found to be impossible to fill the 
uterus, when the addition of several lengths of 
a Clarke tube even did not suffice. If the dis- 
ease is not too far advanced, the uterus contracts 
following radium application and an intimate 
contact between the radium and the uterine wall 
is thus established. Roentgenograms are taken 
at the completion of operation to show the 


Fig. 2.—F.H., first treatment; antero-posterior and 
lateral views; 11 radium capsules—no additional shells; 
2 London colpostats in vagina. 


position of the applicators, and to insure that 
they are all within the uterus. Perforation is 
an infrequent mishap; it oceurred.in one of our 
cases but without giving rise to any complica- 
tions. A second treatment is given three weeks 
after the first and usually at this time, either 
a smaller number of irradiators can be inserted 
or the size of the additional shells must be re- 
duced, Our total dose of irradiation within the 
uterus has varied from 3,000 to 6,000 mgm. 
hours. 

With the object of preventing vaginal meta- 
stases at least one of the uterine applications is 
combined with a vaginal treatment. Heyman 
has a special applicator for this. We have used 
London colpostats in numbers from two to six 
and containing 20 mgm. of radium element 
each. Intraecavity radium has been combined in 
most cases in our series with deep x-ray therapy, 
usually in from two to three weeks following 
radium treatment. If the uterus is abnormally 
large, or infection is present, this is given first. 
An attempt is made to deliver 4,000 ‘‘r’’ to 
each parametrium in from three to four weeks. 
In exceptionally fat women, the limitations of 
skin tolerance make this impossible, in such 
cases supervoltages are an obvious advantage, as 








Canad. M.A. J. 
Feb. 1948, vol. 58 


TRAPP AND HARDIE: UTERINE CARCINOMA 


117 








is also rotation therapy developed in Sweden™ 
and Denmark’? and used exceptionally on this 
continent. 

The determination of dosage in intrauterine 
and vaginal application of radium presents one 
of the most difficult problems in radiation 
therapy, hence the long retention of dosage 
statement in terms of milligram-hours, which is 
unsatisfactory, because it is a measure of energy 
emitted from a radiant source rather than of 
energy absorbed by the tissue under treatment. 
Based on the empirical experiment of Heyman 
as to the requirements of a suitable dose, 
Benner, his physicist, has elaborated a table by 
which the dosage may be estimated for different 
sized uteri, requiring as they do different size 
and number of irradiators. 

This evolution of the packing method for the 
radiological treatment of cancer of the corpus 
is a happy illustration of what can be accom- 
plished by co-operation. The departments of 
gynecology, tumour pathology and radiophysics 
of the Radium Hemmet have worked in the most 
intimate association over the years and their 
suecess further demonstrates the importance of 
centralization in the world-wide fight for the 
control of cancer. The Stockholm group has 
been so satisfied by the results obtained with 
this method that their routine in the handling 
of corpus cancer is now primary radiological 
treatment and only in eases of failure is hyster- 
ectomy done. 


Our own series is comprised of 59 cases of 
histologically proved adenocarcinoma of the 
uterus. This, as defined by Heyman, includes 
caneer of the fundus and cancer of the body 
of the uterus.. We have not used Heyman’s 
modification of the conventional classification of 
uterine carcinoma as mentioned in his mono- 
graph,” ** nor have we done fractional curette- 
ments, though we are conscious of the desira- 
hility of both of these procedures and hope to 
put them into use, The primary treatment in 
these 59 cases fell into the following groups— 
6 were treated by radium alone; 47 by radium 
and x-ray; 6 by radium, x-ray and surgery. 
For a survival analysis we can use only those 
treated between 1938 and 1944, 46 cases in all. 
Of these 31 were alive without evidence of dis- 
ease after a period of observation of 3 years or 
longer; that is 67.4%. Only 12 of the 31 had 
been judged to be clinically operable. In such 
a small group of cases, survival rates can mean 


very little, yet ours conform so closely with 
Heyman’s much larger series that one feels 
justified in continuing with this type of treat- 
ment, giving as it undoubtedly does improved 
survival rates for cancer in this particular site. 

Of our series of 59 cases, 8 have died within 
the year of their disease, 4 of these within less 
than 6 months, one of hemorrhagic enteritis 
during x-ray treatment. All the 8 were much 
too far advanced for anything but palliative 
treatment and on looking back one wonders if 
this achieved anything worthwhile, As Behney** 
has pointed out, in writing of carcinoma of the 
cervix, there is sometimes more to be learned in 
reviewing the case histories of the dead than 
of the living. 

In connection with surgical treatment, Hey- 
man quotes a series of 744 cases operated on 
at four large clinics, two German and two 
American. They obtained an average 5-year 
cure rate of 52.1%, the best being 55.3%, which 
was reported by Norris and Dunne. On the 
basis of these reports, as well as his own surgi- 
cal experience Heyman states in his 1941 report 
that could he obtain a cure rate of about 60% 
by the packing method in clinically operable 
cases, he would be justified in concluding that 
it is possible to obtain better results by radio- 
therapy alone than by surgery’alone. A later 
monograph* published in 1946, amply bears out 
this contention. It is concerned with a total 
number of 670 treated cases of which 363 were 
free from disease after a period of 5 years or 
more, giving a relative cure rate of 54.2%. 
Heyman divided these patients, treated between 
1914 and 1933 and between 1934 and 1939, that 
is before and after the packing method had 
been put into use. The cure rate in the first 
group of 354 cases is 45% and in the second 
of 316 patients it is 64.9%. Hence the over-all 
cure rate has been raised by 20% by the pack- 
ing method. Of the 153 of those that were 
clinically operable, 75% were alive and free 
from disease after a period of five years or 
more, It is interesting to note that in the second 
group of 316 patients only 22 had recurrence 
following radiation therapy and almost half of 
these were salvaged by surgery. 


In our own series only one was operated on after 
failure of radiation treatment, and this case of salvage 


_is of unusual interest. A 60-year old Finnish housewife 


resented the usual symptoms of vaginal discharge and 
Stoodings This has been present for over six months and 
on examination the condition proved to be an advanced in- 
operable cancer of the corpus. She received the standard 
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radium treatment, Heyman’s technique, and this was fol- 
lowed by deep x-ray therapy. Invariably on check-up 
examinations the uterus was found to be enlarged and 
to contain a varying amount of discharge. In less than 
a year after the completion of her treatment there ap- 
peared a metastatic growth at the umbilicus which on 
section proved to be adenocarcinoma. It was treated by 
x-ray therapy and in two months’ time had completely 
disappeared. Still it was evident that residual disease 
existed in the uterus. Two years after the original radia- 
tion treatment she underwent panhysterectomy. At 
operation the uterus was still enlarged and grossly 
malignant but there was no evidence of spread beyond 
this site nor were any metastatic nodes discovered. 
Pathological examination confirmed these findings. To- 
day, two years later she is well and free from all evi- 
dence of disease. 

The packing method has proved itself to be 
an important advance in radiation technique 
for the treatment of corpus cancer. However, 
it is open to question whether we, with our 
shifting populations can afford to adopt as a 
routine measure Heyman’s procedure for the 
handling of cancer in this site, that is primary 
radiological treatment and surgery, only in 
eases of failure. Most American authors be- 
lieve that the primary attack should be by the 
combined method, and Heyman himself would 
be the last to be dogmatie on this point for 
clinics outside of Sweden, this small Seandi- 
navian country with a fixed population which 
has edueated its people to the necessity of 
periodic examinations. 

In spite of the fact that radiation therapy 
progresses in this as in other fields its future 
remains shrouded in darkness, but we can 
hardly doubt that other and still more effective 
methods will be found for the treatment. of 
cancer. Meanwhile earlier diagnosis holds the 
greatest hope for those who have contracted the 
disease. Papanicolau’s'® ?° work on the exam- 
ination of the vaginal smear as a means to this 
end is of outstanding importanee. An interna- 
tional attack on the problem might soon bring 
the answer, and this could appropriately be 
undertaken by the newly formed World Health 
Organization, recently set up by the United 
Nations Organization.’’ In this connection one 
is reminded of the accomplishments of the 
Cancer Commission of the Health Committee 
of the League of Nations in systematizing the 
treatment of carcinoma of the cervix,!® and one 
is led to hope for the setting up of chain re- 
actions other than the one which resulted in 


the devastation of Hiroshima. 


SUMMARY 


Surgery has been the accepted method of 
treatment for carcinoma of the corpus of the 
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uterus for many years. During this time there 
have been certain evolutionary changes in 
radiation therapy. As long ago as 1914 Pro- 
fessor Heyman of Stockholm treated cancer in 
this location by means of a single intracavity 
irradiator, in operable cases this was followed 
by hysterectomy. A statistical analysis was 
published in 1929. By 1934 a method of pack- 
ing the cavity of the uterus with radium 
capsules, had been developed. Results proved 
to be so satisfactory that surgery was used only 
after the failure of radiation. The technique 
of treatment evolved by Professor Heyman is 
described and a progress report is presented 
on a group of cases so treated. 
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FURTHER STUDIES OF GELFOAM IN 
KIDNEY WOUNDS. THE EFFECT OF 
URINARY WETTING* 


S. A. MacDonald, M.D., F.R.C.S.[C.] and 
W. H. Mathews, M.D. 


Montreal, Que. 


NE of the serious problems ,in renal surgery 

when large parenchymal incisions are made 
is the control of bleeding without undue tissue 
destruction. Excised fragments of fat or muscle 
are commonly implanted in such wounds to 
assist in hemostasis. Both these substances add 
considerably to the fibrosis eventually produced 
because of the foreign body reaction they incite. 
A new material gelfoam would seem to be more 
desirable for this purpose. _ 


*From the Departments of Urology and Pathology 
of the Montreal General Hospital. 
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Gelfoam’ is a synthetic substance prepared 
trom specially purified gelatin. It is produced 
in various sized wafers which before use are 
saturated in thrombin. They can be cut to any 
shape or moulded to fit any surface, no matter 
how irregular. Gelfoam is non-pyrogenic and 
non-antigenic. In muscle tissue it has been 
shown to undergo rapid absorption without 
causing any foreign body reaction. More re- 
cently in a series of nephrotomy incisions in dog 
kidneys the authors* have studied the fate of 
this substance and of fibrin foam.* ._The latter 
material which is made from human blood by 
fractionation was extensively tested and ac- 
claimed as a hemostatic agent during the past 
war. It is ‘very similar to gelfoam in appear- 
ance and manner of use. In our series of ex- 
periments neither substance was found to pro- 
duce any foreign body reaction. The fibrin foam 
disappeared from the wounds more rapidly than 
the gelfoam and its method of absorption seemed 
to be entirely different. It was found to undergo 
rapid solution leaving the wound filled with cel- 
lular granulation tissue. The gelfoam, on the 
other hand, persisted for a longer time, and 
afforded a seaffold for the developing granula- 
tions, It was our impression that the gelfoam 
wounds had greater tensile strength, although no 
actual investigation in this regard was done. 

The nephrotomy wounds used in the above 
investigation were very large. They completely 
encircled the upper or lower pole of the kidney 
along the greater curvature. Free bleeding 
was always encountered, and individual bleed- 
ing points were not ligated. Each wound was 
filled with a wafer of gelfoam or fibrin foam 
measuring 6 x 2.5 x 0.75 em. The wounds were 
elosed only by capsular stitches, no sutures 
being inserted through the parenchyma of the 
kidney. In every ease all bleeding had ceased 
almost as soon as the foam was placed in posi- 
tion. No postoperative bleeding occurred 
except in one of three control animals. These 
three control wounds were closed in the above 
manner with capsular stitches only, and a fatal 
hemorrhage occurred in one. In none of the 
wounds was any effort made to open into the 
renal pelvis or calyces, although this may have 
happened in some instances, because of the 
depth of the incisions. 

Almost all clinical renal incisions do extend 
to the mucosal surface of the kidney. For this 
reason it was thought necessary to supplement 


the above investigation to determine what 
effect urinary wetting might have on the ab- 
sorption of gelfoam, and also to determine 
whether stone formation might be induced. 
Some difficulty was experienced in securing an 
adequate opening into the calyces. The pre- 
viously employed incision did not produce a 
fistula sufficiently large. It was found neces- 
sary to make a transverse wound across the 
kidney, extending from the hilum to the greater 
curvature. This gave free access to a middle 
calyx, and insured an adequate mucosal open- 
ing which extended from the upper margin of 
the pelvis at the renal lip to the tip of the 
calyx. Into this incision a wafer of gelfoam 
measuring 6.0 x 2.5 x 0.75 em. was inserted in 
such a manner that the lower edge extended 
into the calyx and the upper protruded from 
the superficial surface of the wound. The 
wound margins were approximated with capsu- 
lar stitches only. As in the preceding series 
of experiments no postoperative bleeding oc- 
curred, and no urinary leakage seemed to take 
place because all the abdominal wounds healed 
by primary intention without drainage. The 
kidneys were excised at intervals of 18, 21, 25, 
33, 40, 42, 48, 84, and 126 days. On gross exam- 
ination all the wounds were found to be firmly 
healed. Blocks of tissue to include the full 
thickness of the surgical incision extending 
through the renal cortex, medulla, and pelvic 
tissues were sectioned and examined micro- 
scopically after staining with the routine 
hematoxylin, phloxine, and saffron method and 
Masson’s trichrome stain. 

As noted in the earlier experiments the gel- 
foam was retained in the wounds for consider- 
ably greater periods than was experienced with 
fibrin foam. In the present series small frag- 
ments of gelfoam remained in the wound at 48 
days but none was identified in the sears at the 
84 and 126 day periods. Again the gelfoam 
was seen to form a scaffolding, along which 
relatively avascular fibrous and early maturing 
collagenous connective tissue proliferates to 
firmly unite the lateral margins of the sear. 
At the 84 and 126 day periods the scars were 
narrow and formed by matured collagen with 
few blood vessels. 


The communication of the wounds with the 
renal pelves and their consequent wetting with 
urine appears to have had no delaying effect 
in the process of healing. The surgical defects 
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Full thickness of a kidney with defect occupied by 


fibrous tissue and gelfoam. A fibrous band extends across a calyx, fusing with hilar fat. 
Fig. 2.48 day kidney x 10. Full thickness of kidney with defect bounded by fibrous 
scar tissue, enclosing a central mass of collagen and gelfoam. A narrow fibrous scar 
traverses the medulla to reach the mucosal surface of a calyx where-there is an indenta- 
tion. Fig. 3.48 day- kidney x 200. Higher magnification of wound margin in Fig. 2. 
The section shows atrophic renal parenchyma adjacent to the edge of the scar which is 
formed of vascular collagenous connective tissue. The collagen extends irregularly into 
the centre of the scar where gelfoam remains as the darker-staining strands. Fig. 4.—48 
day kidney x 500. Higher magnification of mucosal defect in Fig. 2. The narrow fibrous 
sear bordered by collecting tubules abuts on an indentation of the calyx which is lined 
by transitional epithelium continuous with that of the calyx. Fig. 5.—84 day kidney 
x 10. Full thickness of kidney with a narrow fibrous scar, devoid of gelfoam, and which 
traverses the renal cortex and medulla to reach the mucosal surface of the calyx. Fig. 6.— 
126 day kidney x 200. The narrow fibrous scar, devoid of gelfoam is seen bounded on 
either side by renal cortical tissue in which there is a narrow zone of atrophy of minor 


degree. 


in the mucous membrane of the renal papille 
and ecalyces in all instances were closed by 
fibrous sear tissue and the surfaces were re- 
epithelialized. The only residual evidence of 
an inflammatory reaction in the pelvic tissues 
were minor, focal collections of lymphocytes in 
the tunica propria or pelvic fat. 

As in the earlier experiments there was no 
gross inflammatory reaction present within the 
scars. They were bordered by a relatively 
narrow zone of kidney parenchyma in which 
there was sclerosis of glomeruli, tubular 
strophy, intertubular fibrous proliferation, and 
a minimal lymphocytic exudate. In several 
kidneys calcific deposits were present in the 
epithelium and lumen of these adjacent and 
atrophying renal tubules. This calcific deposit 


was frequently seen in the earlier fibrin foam 
and gelfoam experiments and in the kidneys of 
control animals in relation to the wounds where 
the factor of urinary wetting was not present. 
It is felt that this reaction occurs in tissues 
damaged by the operative incision. 

The capsular surfaces of the kidney wounds 


were bridged by sear tissue. Within this and 
related to suture material there was a granulo- 
matous inflammatory reaction with foreign 
body giant cells. This type of reaction was not 
present elsewhere in the wounds. 


SUMMARY 
Gelfoam was implanted in a series of exten- 
sive nephrotomy incisions in dog kidneys. All 
incisions communicated freely with the renal 
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ealyees and pelves. The process of wound 
healing and the rate of absorption of gelfoam 
was not influenced by urinary wetting. There 
was no evidence that gelfoam might act as a 
nucleus for stone formation. .Mucosal healing 
was perfectly complet in all wounds and there 
was no evidence of calcification on the mucosal 
surface of the pelvis or in the calyces of the 
kidneys. 


Thanks are due Dr. J. E. Pritchard, Director of the 
Department of Pathology and Bacteriology, The Montreal 
General Hospital for assistance in the microscopic studies, 
and to Professor Hebbel E. Hoff, McGill University for 
advice in the laboratory work, also to Mr. T. W. Ritchie 
for technical assistance. 


Funds for this study were made available by the 
Upjohn Company, manufacturers of gelfoam, and the 
research committee of the Montreal General Hospital. 
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NASAL HA MORRHAGE AND ITS 
TREATMENT* 


J. K. M. Dickie, M.D., F.R.C.S.[Edin. & C.] 
Ottawa, Ont. 


PISTAXIS is, as a rule, a trivial condition 

and merits very little attention, as will be 
seen by the scanty references to it in rhinologic 
articles and textbooks. It is evident on scan- 
ning most textbooks that the authors generally 
have had very little personal experience with 
severe nasal hemorrhage, judging by the treat- 
ment they recommend. However, at times, it 
ean be a dangerous and even fatal condition. 
Over a number of years my colleagues and I 
have encountered many troublesome cases of 
severe nasal hemorrhage in the control of 
which we have had to exercise all our ingenuity. 
This paper is largely a record of the various 
means that have been employed to arrest the 
hemorrhage. These severe hemorrhages have 
a habit of occurring at the most inconvenient 
times, generally at night, or when one has an 
engagement elsewhere. 


* Read at the Seventy-eighth Annual Meeting of the 
Canadian Medical Association, Section of Otolaryngology, 
Winnipeg, June 26, 1947. 
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ETIOLOGY 

I do not propose to enumerate and discuss 
all the known causes of epistaxis. The number 
of conditions in which epistaxis sometimes oc- 
curs is legion. The commonest cause is 
probably minor trauma. Almost everyone has 
had a nosebleed following a scuffle at school 
or from minor accidents. Picking the nose is 
a frequent cause in childhood. Adenoids un- 
doubtedly predispose to nosebleeding by caus- 
ing congestion in the nose. Fractures of the 
nose and facial bones and of the skull need 
only be mentioned. We have all, at one time 
or another, had some postoperative hemorrhage 
following removal of polypi, turbinectomy and 
other minor intranasal procedures. 

Hemophilia, leukemia and other blood dys- 
erasias are fortunately rare as causes of nasal 
bleeding, but crop up now and then. Most of 
the textbooks mention scurvy, but I have never 
seen a case and I am never likely to see one 
nor is anyone else in this country. In the same 
category is vicarious menstruation, which is 
mentioned by almost every author. Frankly 
I do not believe that any such condition has 
ever existed. I have been practicing otolaryng- 
ology over thirty-five years and have not seen 
such a condition nor have I met anyone who 
has. 

Some of the exanthemata such as measles, 
chicken pox, typhoid, ete., are sometimes ac- 
companied by nosebleeds. Perforation of the 
nasal septum is characterized by frequent nose- 
bleeds, generally a small amount at a time. 
Among other conditions which are not very 
common, but give rise to very serious hemor- 
rhage, are angiomata (bleeding polyp) of the 
septum. They are usually situated near the 
front of the nose and are easily seen. Treat- 
ment consists in excision and cauterization of 
the edges. In a lesser degree, this is not un- 
common in the form of a tit-like projection 
from the side of a vessel. 

Multiple telangiectases or Osler’s disease is 
occasionally encountered and is a very trouble- 
some condition. Figi and Watkins’ have had 
20 cases in 20 years at the Mayo Clinic. There 
were 12 males and 8 females. There were no 
demonstrable changes in the blood. It is a 
hereditary defect of the capillaries character- 
ized by minute stellar vascular ramifications 
in the skin and mucous membranes. Epistaxis 
is the commonest symptom, and may be slight 
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or sO severe as to cause permanent invalidism 
from anemia. The difficulties of treatment 
have been emphasized by several authors. 
Kindler,? Figi and others mention that destruc- 
tion of the visible telangiectases is followed by 
rapid formation of others nearby. Figi advises 
very thorough electrocoagulation under general 
anesthesia. He considers radium and x-ray 
contraindicated. Snake venom treatment also 
is useless in this condition. Kindler, in in- 
tractable eases, advises total resection of the 
septum. Patients suffering from this condition 
are advised to carry around with them a col- 
lapsible rubber tampon, made from a rubber 
finger cot with a catheter tied inside it. The 
patient can insert it into the nostril himself 
and inflate it to the required degree. 

Severe nose bleeding may be one of the first 
signs of a cancer of the nose or accessory 
sinuses. There is usually little difficulty in 
making a diagnosis. Hypertension with brittle 
vessels in middle aged or elderly persons is one 
of the commonest causes of severe nasal 
hemorrhage. It is frequently arterial and more 
often comes from far back in the nose than 
‘from the front of the septum. In these pa- 


tients a certain amount of blood loss is probably 


beneficial and it is better to have a nose bleed 
than a cerebral hemorrhage. However, as 
these patients can bleed themselves out, some- 
thing has to be done, and it is mainly these 
problems that I wish to discuss in this paper. 


ANATOMY 


The main blood supply to the nose is from the internal 
maxillary artery through its sphenopalatine branches. 
The sphenopalatine arises in the sphenomaxillary fissure, 
enters the nose through the sphenopalatine foramen, 
erosses the anterior surface of the sphenoid bone and 
runs down the vomer to end at the anterior palatine 
foramen by anastomosing with the terminal branches of 
the descending palatine artery and with the coronary 
(labial) branches of the facial or external maxillary 
artery. The descending palatine artery arises from the 
internal maxillary artery and descends in the palatine 
canal, giving off branches to the posterior ends of the 
turbinates and emerges from the posterior palatine 
foramen on to the under surface of the hard palate. It 
proceeds anteriorly, supplying the palate and gum, to 
end about the anterior foramen where it anastomoses 
with the septal branch of the sphenopalatine. The upper 
lateral nasal wall and ethmoid cells are supplied by the 
anterior and posterior ethmoid arteries, which are 
branches of the ophthalmic artery, which in turn comes 
directly off from the internal carotid at the edge of 
the cavernous sinus. The anterior branch accompanies 
the nasal nerve and supplies the antero-superior part of 
the nasal septum and lateral wall of the nose. 

The veins of the nose, generally speaking, accompany 
the arteries but anastomose much more freely. The 
ophthalmic veins into which the ethmoid veins drain, run 
directly into the cavernous sinus. They also communicate 
freely with the angular and coronary (labial) branches 
of the facial veins and also with the infraorbital veins. 
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The sphenopalatine veins communicate with the facial 
veins at the front of the nasal cavity. The plexus on 
the front of the septum known as Kiesselbach’s area 
is composed of branches of all these vessels. The biggest 
visible vessel communicating with Kiesselbach’s area is 
usually one which runs along parallel with the cutaneous 
margin across the nose on its floor, to run into the 
superior coronary (labial) branch of the facial veins. 


Sires of HAZMORRHAGE 


The commonest site is the anterior inferior 
part of the septum, or Kiesselbach’s area. The 
bleeding may be very profuse but the bleeding 
point is easily accessible and easily controlled. 
Usually digital pressure is enough. This is one 
of the hardest facts to get over to patients with 
frequent nose bleeds. They simply will not. 
try it, as a rule. It is necessary to hold the 
whole of the soft part of tie nose between the 
finger and thumb, and to keep it firmly com- 
pressed for at least five minutes. Application 
of a piece of absorbent cotton soaked in a solu- 
tion of 10% cocaine with a few drops of 
adrenalin for fifteen minutes will usually stop 
the bleeding temporarily and blanch the mucous 
membrane so that the venules stand out 
distinctly. The galvanic cautery can then be 
applied to seal them up, but if that is not avail- 
able, a bead of chromic acid or silver nitrate 
fused on a probe will do. I shall discuss other 
methods of control later in the paper. 

Spontaneous bleeding may occur in almost 
any part of the nose, but most of it is from the 
septum. I have occasionally encountered it 
high up in the front corner of the nose, in the 
narrow part where it was not possible to see 
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the exact spot. It was controlled by a cotton 
applicator dipped in a styptie solution and 
pressed up tightly into the corner and left 
there. Most of the other hemorrhages come 
from along the line of the sphenopalatine ves- 
sels. Woodruff? (quoted by Hollender) main- 
tains that hemorrhage frequently comes from 
a definite site on the lateral wall of the inferior 
meatus in the angle between it and the posterior 
end of the inferior turbinate. According to 
him it ean be controlled by ‘‘precision pack- 
ing’’ at this point. I have not seen, or at least 
have not been able to recognize bleeding from 
here, but I may have missed it. I mention it 
as something to remember in a difficult case. 
There is often a recognizable vessel running 
from the septum across the floor of the nose. 
It is usually a vein but there is sometimes an 
artery. Rosenvold* describes a technique of 
ligating it, which was successful in 13 eases. 
He takes a deep stitch in the floor of the 
vestibule through a hypodermic needle and ties 
it. 


Spontaneous hemorrhage from the antrum 
has been noted. Hall and Thomas® saw 12 cases 
in 10 years. The bleeding was so severe that 
it must have been from one of the larger antral 
vessels. In every case there was a hyperplastic 
sinusitis. The antrum was found full of clots. 
Ten of the patients were treated by an external 
radical antrum operation. In two, the hemor- 
rhage stopped after lavage. No underlying 
systemic or vascular disease was. discovered to 
account for the occurrences. E. Romero Diaz® 
reports one case of severe antral hemorrhage 
which stopped after lavage. 


PROCEDURE IN EPISTAXIS 


When called to a case of epistaxis, tell the 
people not to let the patient lie down on his 
back. They usually do and the stomach fills 
up with blood which makes the patient faint 
and nauseated, so that he is ready to spill it 
all over you when you arrive. If a patient has 
to lie down, get him to lie on the face so that 
the blood will run out into a basin. Make him 
sit up and bend forwards, or better still stand 
up. If he faints, so much the better. It is 


difficult to faint and have a nosebleed at the 
same time. 

On arrival at the house, get the patient to 
blow out clots or packs and try to identify the 
bleeding point. If at the front, try digital pres- 


sure and put a cocaine and adrenalin swab on 
the spot if available. If the bleeding spot can 
be controlled in this way, cauterize. If it can- 
not be controlled, it may be necessary to put 
in a pack. I am not at all enthusiastic about 
nasal packing and avoid it if possible, but I 
realize that often it is the only available means 
of controlling a hemorrhage. Gauze or band- 
age is nearly always at hand. A one-inch strip 
of gauze or bandage may be used and packed 
in layer by layer till the bleeding is at least 
partly controlled. If some non-caustic styptic is 
put on the gauze, so much the better. Anterior 
packing is unsatisfactory in that it is difficult to 
get enough pressure applied and the blood usu- 
ally seeps through. Incidentally it traumatizes 
the mucous membrane so that on its removal 
it is hard to tell which of the numerous bleed- 
ing points was the original and which was due 
to the pack. If the bleeding is coming from the 
posterior part of the nose, packing from the 
front is useless, and a posterior plug must be 
inserted. 


METHODS OF STOPPING SEVERE BLEEDING FROM 
AN UNSEEN POINT 


It often happens, especially in hypertensive 
patients that there is severe enough (arterial) 
bleeding that something has to be done at once. 
It may be that the only material available is a 
roll of gauze. To put in a posterior plug, pro- 
ceed as follows: A strip of gauze about 214 to 
3 inches wide is folded lengthwise, one inch 
from one edge. It is then rolled up tightly so 
that one side is much thicker than the other. 
When the thick end is about 34 inch thick, cut 
off the surplus and bind tightly round the 
middle with string, leaving the ends long. 
Wind the ends crisscross round the thinner end 
and tie tightly. One end of the string may be 
eut off about 4 or 5 inches and the other left 
long. The roll is now wedge-shaped with the 
strings attached to the narrow end. A rubber 
catheter or Bellocq’s sound is passed through 
the nose and fished out of the mouth. The long 
end of the string is tied to the catheter which 
will pull the plug into the back of the nose with 
a finger in the mouth to hold the palate for- 
wards. Once in the posterior naris, it is pressed 
firmly home from behind, aided by traction from 
in front. 


Now comes the question—how to keep the 
plug in place? Merely fastening the end of the 
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string to the face or ear with adhesive is use- 
less in my experience. If tight, it will cut the 
nostril and if loose the tampon will loosen and 
bleeding will recommence. A trick that some- 
times works, is to take a section of rubber 
tubing of large diameter (14 inch or more) and 
place it acyoss the nostril and wind the string 
around it erisseross. Better still, transfix it 
with a large needle and draw the string through 
and wind round it. This will maintain a certain 
amount of pressure without damaging the ale. 
I have very frequently had to put on a plaster 
cap round the head, incorporating a strong wire 
(coat-hanger wire is just right for the purpose) 
which projects from the forehead down over 
the nose and parallel with the dorsum. The 
string is now fastened to it as tightly as is 
thought necessary. If the end of the wire is 
bent a little, a firmer attachment is possible. 
Wind the string round a number of times be- 
fore tying, so that it will not slip and ean be 


undone for readjustment if necessary (Fig. 2). 


I have found that the tampon will stay in 
place without requiring to be disturbed for a 
week or more. If necessary the front of the 
nose can be packed with ribbon gauze as well. 
The other end of the string is allowed to hang 
down behind the palate to where it is just 
visible. 
If this pack is well placed it will not interfere 
with the Eustachian tube nor cause otitis media. 
If, as is so often advised, a large plug is pulled 
against the choana by its centre, it will not 
fit in tightly and interferes with the Eustachian 
tube. It used to be taught that a nasal pack 
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should be changed in 24 hours. In my experi- 
ence, changing the pack is just asking for 
trouble. Changing it means reopening the 
bleeding vessels and starting the whole busi- 
ness all over again. If it is left in longer, it 
gives the vessel time to heal and there is enough 
mucus to loosen it slightly. 

So much for nasal packing. There are very 
few cases that it will not control, but only if 
the packing is tight and is left undisturbed for 
several days. After a few days, it smells very 
badly but that is quite harmless though un- 
pleasant, unless there is a fracture of ethmoid 
or frontal bones. 

Recently, in a postoperative hemorrhage in 
the ethmoid, I used oxycel to pack the area. 
The bleeding stopped at once and two days 
later the packing had disintegrated so that it 
could be picked out or washed out without any 
difficulty. Oxycel is a gauze tissue of cellulose. 
Cellulose itself is insoluble, but is made soluble 
and absorbable by oxidation with nitrogen 
dioxide gas. The process can be controlled to 
yield oxyeel of known acidity or carboxyl 
eontent. The pH is approximately 3. When 
wet with blood, it becomes sticky and swells 
into a jelly-like mass. It is hemostatic in itself. 


I have never liked packing the nose as it 
causes much trauma which takes a week or 
two extra to heal. Many years ago I had a 
submucous resection performed on myself. 
When the yards of ribbon gauze were removed 
it set up such severe bleeding that it had to 
be packed all over again. Since that time I 


have never used that method of packing in 


submucous resections, but use rubber finger 
cots, the inside of which I pack with lamb’s 
wool. This does not traumatize the mucous 
membrane and ean be slipped out without pain 
or bleeding. For nasal hemorrhage, I have 
tried finger-shaped toy balloons, inflated after 
insertion into the nose with air or water, but 
they were not entirely satisfactory. Their 
diameter was too small and they stretched ir- 
regularly. Also they perished if carried around 
for some time and were unserviceable when 
wanted. On Dr. Delahaye’s suggestion, I sub- 
stituted Penrose tubing and have found that 
very satisfactory. If used in one side only, it 
ean be left long enough that the anterior and 
posterior ends bulge when inflated and it will 
stay in place without trouble. A modification 
which is still easier to use, is to tie a catheter 
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in the length of Penrose so that it goes to the 
far end (Fig. 3). It is easy to introduce and 
can be easily inflated. It is a decided advantage 
to use the largest size Penrose as it will fit into 
the irregularities of the nose without having to 
be unduly distended. A smaller size has to be 
blown up harder and tends to take a circular 
shape, pressing too much on one part and leav- 
ing other parts unaffected (Fig. 5). When the 
bleeding is high up posteriorly, I have sometimes 
found it necessary to put a Penrose in at one 
nostril and out of the other. In this way even 
pressure is exerted throughout the whole nose. 
The ends should be left long enough to project 
about one inch from the nostrils in ease of 
leakage so that there is room for another tie. 
To remove, nick the tube and release the 
pressure. 

In cases where there is a burst sphenopala- 
tine artery under high pressure, it is evident 
that only sufficient pressure should be exercised 
on the bleeding area to stop the leak. If enough 
pressure is exerted to obliterate the artery 
necrosis of the tissues will result. 
rare cases where tamponage does not control 
the bleeding, some other means must be sought. 
The sphenopalatine artery is the terminal 
branch of the internal maxillary artery, and 
so the logical place to attack it is either 
through the antrum or by ligating the external 
earotid. Ligation through the posterior wall 
of the antrum has been advocated by E. D. D. 
Davis’ and Hirsch,* but it is obviously much 
more troublesome and time-consuming than 
tying the external carotid, which is a very 
simple procedure. It should be tied above the 
lingual artery and either above or below the 
facial, or external maxillary. Silk is prefer- 
able to chromic catgut as recanalization some- 
times occurs with the latter (Schall®). 


The possibility of hemorrhage from the 
ethmoid branches of the ophthalmic artery 
must be remembered. Davis? reported a fatal 
case of hemorrhage from a ruptured ethmoidal 
artery. In such a case the ethmoid artery may 


be approached by elevating the periosteum 
from the inner wall of the orbit under local 
anesthesia and passing a ligature round it 
as. it enters the bone, or putting on silver 
brain clips or coagulating with diathermy. 
Cases have been reported by Williams" and by 
Goodyear.” 


In those - 


Ligation of the common carotid is a very 
serious step and should not be done without 
grave consideration. Hemiplegia is almost 
certain to follow, and even if that clears up, 
considerable mental impairment is likely to 
result (Eagleton**). The writer has seen a 
hemiplegia occur even in a young child whose 
internal carotid had to be tied on account of 
massive hemorrhage from the ear. Weddell 
et al.1* point out that ligation of the internal 
carotid may not control hemorrhage on ac- 
count of the communications at the Circle of 
Willis. The only condition for which it is 
justifiable is rupture of an intracranial aneurysm 
into a sinus. They report on 7 eases, mostly 
traumatie and associated with fractures. In 
some the external carotid was tied first without 
controlling the bleeding. In two others the 
common earotid was even tied without result 
until the ethmoid arteries were obliterated. 
Hemorrhage from above the middle concha is 
usually from the ethmoidal arteries, if below it 
is from the sphenopalatine. Pressure upon the 
common earotid artery should stop any hemor- 
rhage from the sphenopalatine. If the flow is 
unaffected, it must be from the ethmoid artery. 


In searching the literature, some interesting 
methods of control of epistaxis have been 
found. Dunbar Roy” is enthusiastic in the use 
of cargile membrane. A tiny piece of the 
membrane is applied to the bleeding spot which 
had been touched with a 4% solution of 
AgNO,. This should be repeated if the mem- 
brane becomes loose after 24 hours. Its ad- 
vantage is claimed to be that it prevents seab- 
bing. This is obviously only for mild cases. 
A localized submucous resection is advised by 
Bruch.**® He states that it is a lifesaver in 
obstinate cases. The mucous membrane is very 
fibrosed and cannot heal well over cartilage. 
When it comes into contact with the other side 
it heals better. Simple elevation of the mucous 


membrane will often help, according to 
Hollender.** Lewenfisz'* also prefers this to 
cauterizing. 


Injection of sclerosing fluids has its advo- 
cates. Monson’® injects 0.1 ¢.c. of a saturated 
solution of quinine lactate (16.6%) under and 
around the bleeding point in 4 or 5 injections. 
It is unnecessary to cauterize the bleeding spot. 
A periphlebitis is set up with swelling, which 
lasts 48 hours. Fox?° uses sodium morrhuate 
(sylnasol) injected into but not below the 
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mucous membrane round the bleeding vessel. 
I have tried this, but have not found it as 
satisfactory as ecauterization. It does not al- 
ways stop the bleeding and causes a good deal 
of local irritation. 


A new method of applying a tampon in the 
nose is described by Fernandez Arratia.”! Tie 
a thread to the end of a strip of gauze 3” wide 
and 18” long. Tie threads along one edge 
about 4” apart. Number the threads by tying 
the appropriate number of knots on each. Pass 
a sound or catheter through the nose and out 
of the mouth. Tie all the threads to it and 
withdraw till gauze appears at the nostril. 
Traction is then made on No. 1 thread, then 
No. 2, ete. By this means the whole cavity is 
packed with even pressure. 


In my experience, nasal hemorrhages, like 
tonsil hemorrhages, are seldom due to defi- 
ciencies in the clotting power of the blood, but 
rather to a leak in the side of a vessel. Such 
a lateral leak does not tend to close but rather 
to gape as the vessel tries to contract. In most 
cases, it is not necessary to bother with labora- 
tory tests to find out if a patient can bleed or 
not, or whether the blood will clot. However, 
numerous attempts have been made to increase 
the coagulability of the blood. According to 
Hulse”? oxalic acid given intravenously pro- 
motes prothrombin formation. Three to 5 ce. 
of a 0.1% solution is given intravenously. One 
may repeat 2 ¢.c. at hourly intervals up to three 
doses. 


Goldman?* has treated 42 epistaxis cases with 
moceasin snake venom. No other treatment 
was given. The results were satisfactory and 
usually only a few injections were needed. In 
some cases the injection had to be repeated in 
several weeks. He believes the action is on the 
small blood vessels rather than on the blood. 

In conclusion, one might say that there is no 
one method of arresting nasal hemorrhage 
which will answer in every case. In the milder 
eases local ecauterization will suffice, while in 
the severe cases more drastic action must be 
taken. The rubber tampon is my favourite 
method and is successful in most cases, though 
not in every one. The postnasal pack, when 
properly applied will usually arrest the bleed- 
ing provided that it is not coming from the 
ethmoid arteries. In fractures through the 
ethmoid, with uncontrolled hemorrhage from 
the nose it would probably be better to obliter- 
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ate the anterior ethmoid artery early. In 
fractures, it is obviously undesirable to keep 
nasal packing in too long for fear of sepsis. 
In severe bleeding from the sphenopalatine, 
ligation of the external carotid is easy and safe 
and avoids much of the discomfort from 
packing. 
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BRONCHOGRAPHY IN PULMONARY 
DISEASE 


Douglas 8S. Gorrell, M.D.C.M. 
Calgary, Alta. 


BRRONCHOGRAPHY, provided it is thorough- 

ly done, is an essential feature in the 
diagnosis of any pulmonary lesion. In view of 
the importance of this procedure as a supple- 
ment to diagnostic bronchoscopy and having 
regard to the more recent and exacting advances 
in thoracie surgery, a brief review of the sub- 
ject and a method of procedure are herewith 
submitted. ' 


Tremendous strides have been made in the 
field of bronchography since Chevalier Jackson 
described the technique of lung mapping by dry 
bismuth insufflation and Lynch described the 
instillation through the bronchoscope of a bis- 
muth mixture in pure oil for the localization of 
abscess cavity. An epoch-making aid in diag- 
nosis was reported by Sicard and Forestier in 
1922 when they used lipiodol for the localization 
of tumours of the spinal canal, to be followed a 
little later by Sergent and Cottentot who used 
lipiodol for the diagnosis of bronchiectasis by 
injection through the crico-thyroid membrane. 
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This was the beginning of a new era in radio- 
logical diagnosis. Before the introduction of 
iodized oil, the difficulty of technique and the 
uncertainty of method and results limited its 
use aS a diagnostic procedure in pulmonary 
lesions. 

Jackson and Huber in 1943 published a new 
nomenclature based on the anatomy of the 
tracheo-bronchial tree which presents a standard 
clinical terminology acceptable to the thoracic 
surgeon, the bronchologist, the radiologist and 
the anatomist. They emphasize the fact that 
the lungs are divided according to bronchial dis- 
tribution rather than by fissures, and one must 
think in terms not of lobar bronchi and lobes 
alone, but also of segmental bronchi and pul- 
monary segments. The bronchologist and radio- 
logist will thus be enabled to present reports 
that will be of maximum value to the thoracic 
surgeon, particularly if segmental resection is 
to be considered, It is most essential, and not 


tuberculosis, such as bronchiectasis and lung: 
abscess. It was generally agreed that iodized’ 
oil should not be instilled in the lung in the’ 
presence of acute exudative tuberculosis, but: 
recent literature is now discounting this idea. 
A bronchogram is of great value if an extensive’ 
surgical procedure is contemplated, not only 
to determine the position of the lesion in rela- 
tion to the bronchial tree, but also to show the 
condition of the remaining segments in all lobes 
of both lungs. 


The contraindications to bronchography are 
few. In addition to the tuberculous lesions 
already referred to, the procedure should not 
be carried out where there has been a history 
of recent hemoptysis, of acute inflammatory 
condition of the lungs with fever, advanced 
heart disease or in patients with a low vital 
capacity. A few authors mention iodine sensi- 
tivity and asthma as contraindiecations also. 
In over fifty cases I have not had a ease of 
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always easy to accomplish, that all segments of 
all lobes be readily visualized and thus the exact 
location of the lesion may be clearly defined. 

Bronchography is now widely used but there 
still exists the problem as to when it should 
be used and when avoided. If one must con- 
sider the economic standpoint—and one should 
not in eases of bronchiectasis—bronchography 
should be used only when a definite diagnosis 
or method of therapy cannot be accurately de- 
termined by simpler methods. There are still 
those who consider it rather an expensive and 
time-consuming procedure, and of course it is 
not entirely free from danger. 

To present the many indications for broncho- 
graphy would necessitate the enumeration of 
all the conditions which can exist in the tracheo- 
bronchial tree and lung parenchyma. I think 
it is safe to say that its chief value is seen in 
suppurating conditions of the lungs, excluding 
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iodine sensitivity nor any untoward complica- 
tions in the few asthmatic patients who have 
been done. These dangers, however, are real 
and should always be borne in mind when a 
eareful history is being taken and a thorough. 
physical examination being done. It is my 
opinion that bronechography might be done 
much more frequently in children than has 
been customary, as an early diagnosis leads to 
early treatment and a more favourable prog- 
nosis in non-tuberculous lesions of the lung. 
One must not lose sight of the fact that many 
eases of adult bronchiectasis have their begin- 
nings in childhood. 

The various methods of introducing the 
iodized oil are: the bronchoscopic method; the 
aspiration method; the cricothyroid membrane 
puncture; the various catheter methods. Some 
of these have now been discarded, but were 
most efficient in capable hands. It was im- 
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possible to become an expert in all methods 
because of various technical difficulties. I 
intend, however, to outline one of the catheter 
methods which I constantly use, which is es- 
sentially the same technique as that used at 
the Mayo Clinie with a few modifications, a 
method which I find satisfactory with very few 
exceptions. 

The following is a brief outline of the method 
used in our clinie with the instruments neces- 
sary for successful bronchography. It is most 
important that the bronchologist, radiologist 
and nursing staff work in perfect collaboration 
as one weak link in the chain ean result in 
utter failure or in the production of broncho- 
grams which are not diagnostic. All adult 
bronchograms are done as out-patient pro- 
cedures. The patient is allowed an early light 
breakfast and given seconal sodium, gr. 114, 
one hour before local anesthetic is administered. 
The hypopharynx is anesthetized with 20% 
cocaine on absorbent cotton placed in each 
pyriform fossa by means of a_ eross-action 
sponge-carrying forceps after the excess solu- 
tion has been pressed out of the sponge. 
(Pontocaine in 2% solution may also be used 
but care must be exercised if there is any sug- 
gestion of an asthmatic tendency in the pa- 
tient.) One application is made to the vocal 
cords in a similar manner. I make up a fresh 
solution of the anesthetizing agent for each 
ease. Then by means of a Lukens anesthetiz- 
ing syringe with the Holinger cannula, 2 c.e. 
of 5% cocaine is instilled between the cords 
into the tracheobronchial tree under direct 
visualization with the laryngeal mirror. A 
French No. 16 soft rubber catheter, uncut, with 
an adapter attached to the proximal end is 
lubricated and passed through the nose into the 
hypopharynx. The patient is instructed to take 
a deep breath and as he does so, the catheter 
is passed between the cords leaving about five 
inches of catheter outside the external nares. 
To test the position the patient is asked to say 
**’’ (ee) which of course he is unable to do 
if the catheter is between the cords. One oc- 
easionally meets with difficulty in this part of 
the procedure but perseverance is usually 
rewarded with success. 

The instillation of the contrast medium is 
done in the x-ray room. For this I use iodo- 
chloral, a 27% iodine and 7% chlorine combina- 
tion in peanut oil. The patient is seated on the 
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table facing the bronchologist and leaning over 
to his left if the left bronchial tree is to be filled 
first. The catheter is then gently pulled out 
until the adapter end just reaches the mid-thenar 
space of the extended right hand with the tips 
of the fingers touching the columella of the nose. 
The catheter is now just at the bifurcation of 
the trachea above the carina, With a 20 c.c. 


Luer-Lok syringe, 20 ¢.c. of the dye is instilled 
slowly in this position so that the oil is inhaled 
and not forced into the tracheobronchial tree. 
The patient is instructed as to the necessity of 
restraining a cough at this stage. 


Figs. 1, 2 and 3.—The above figures show three of 
the six positions necessary for complete mapping. 


The task of having all segments of all lobes 
properly filled is achieved by posture and it is 
imperative that this be done properly. The 
dye having been instilled, the patient lies on 
the table with the side that has just been filled 
down and this arm at right angles underneath 
him. The opposite hand is raised over his head 
and holds the footplate of the table in order 
to support his weight when the table is tilted, 
so that he is not relying on the strength of his 
neck for support. The table is then tilted head 
down to an angle of 45° and held there for one 
minute—less time does not seem to be suffi- 
cient. The table is then leveled and the arm 
underneath the patient is moved posteriorly so 
that he is now in the oblique plane. The table 
is again tilted to the same angle for the same 
period of time. All segments of all lobes should 
now be clearly delineated. Three radiographs 
are taken, an antero-posterior, a lateral and an 
oblique. The same procedure is then carried 
out on the opposite side at the same sitting. 
When this has been completed, the catheter is 
withdrawn and the patient is instructed in 
postural drainage which is carried out for one 
hour. 

Some authors use fluoroscopy routinely at the 
time of instillation, which certainly is an aid in 
the guidance of the bronchologist but it is not 
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necessary if one is absolutely certain that his 
catheter is properly placed. Others do a routine 
bronchoscopy before all bronchographiec cases. 
This is of course essential if there is a great 
deal of secretion as the iodized oil will not fill 
the terminal radicles of the tree if they are 
plugged with heavy bronchiectatie secretions. 


In children the procedure is carried out of 
course under a general anesthetic. We use a 
small catheter for the introduction of the dye, 
placed inside the anesthetic intratracheal 
catheter. Only one side is done at a time and 
10 ¢.c. of the dye is used. The posturing is the 





Fig. 4.—Primary position following the filling of 
the right side showing table tilted to an angle of 45°. 


same as for the adult and a similar number of 
x-rays is taken. Following this, suction is at- 
tached to the small catheter and the tracheo- 
bronchial tree sucked out through the intra- 
tracheal anesthetic tube. It appears to work 
very well, The anesthetist plays the most im- 
portant réle in this procedure with children. 
Wishart has dealt most completely with this 
phase of bronchography. 
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VESICAL DIVERTICULUM* 
N. E. Berry, M.D. and C. Schneiderman, M.D. 
Kingston, Ont. 


HE recognition and proper handling of 
herniations through the bladder wall, which 
are so intimately associated with obstructive 
lesions of the lower urinary tract, forms an im- 
portant consideration in the restoration of nor- 
mal bladder function. The inability of a bladder 
to empty itself, with the resultant sequele of 
stasis and infection eventually involving the 
upper tract, is a basic urological concept. In 
addition, the mechanical effect of compression 
from a vesical protrusion tends towards further 
production of uropathic changes. It is most 
important that this condition be recognized, as 
it is one of the common causes of persistent 
pyuria and residual urine following surgical 
relief of vesical neck obstruction. Its manage- 
ment is complicated, but it is a problem that 
must be faced, and judiciously treated these 
conditions can be relieved. 

Definition—A diverticulum is a hollow out- 
pouching or herniation of part, or the whole of 
a bladder wall. A distinction is made between 
the true diverticulum, which is lined by modified 
mucosa, and whose wall is composed of fibro- 
muscular tissue; and the false type, which is a 
pouch lying outside the bladder, communicating 
with it through a perforation or rupture, as for 
example a perivesical abscess. The component 
parts of a true diverticulum are a mouth, neck 
and sae, which may have a capacity up to 2,500 
e.c. (Eisendrath). One of our cases presented 
here, exhibited such a large quantity of retained 
urine (Case 1). The site of predilection for 
herniation is in the lateral recesses surrounding 
the ureteral orifices; however, any portion of 
the bladder except the fixed trigone may be in- 
volved. The importance of this situation is 
further augmented by the frequeney with which 
the ureteral orifice may be drawn into the diver- 
ticulum, creating a rather hazardous obstacle in 
the path of the surgeon. That such an arrange- 
ment may complicate surgical treatment of 
diverticulum is well illustrated in Case 2. 

Incidence.—While diverticulum is principally 
a disease of males over 50 years of age, it is 


* Read at the Seventy-eighth Annual Meeting of the 
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also seen in younger men, and even in infants. 
It is unusual in women. Kutzmann’s analysis 
of 100 cases showed only 3 in women, and 91 
cases were demonstrated in men over 50 years 
of age. Hyman reported 3 eases of vesical 
diverticulum at the age of 3 months, 3 years 
and 914 years, which he considered purely con- 
genital in origin. However, in recent years, 
with improved endoseopie and cystographic 
methods, an associated obstructive lesion in the 
lower urinary tract, such as posterior urethral 
valves or vesical neck contracture, has been 
demonstrated in the rare cases of diverticulum 
in infants and young children. The close 
parallel between the age groups of prostatism 
and vesical diverticulum is of significance in a 
consideration of the mode of formation of this 
lesion. 

Pathogenesis.—It is generally agreed that 
both congenital and acquired factors are 
involved in the development of diverticula. 
However, the exact contribution of the former 
has been a debatable point for many years. 
Rose’s contention that an embryologically in- 
herent weakness is present in the bladder wall, 
particularly about the ureteral orifices, is 
countered by the view of Hinman who stresses 
the fact that the areas of ureteral perforation 
of the bladder are more or less fixed parts, so 
that the walls of the bladder in the immediate 
neighbourhood are subjected to more than 
usual tension, and are bent back and forth with 
vesical distension and evacuation, thus tending 
to aggravate the reticulation. The well recog- 
nized changes occurring in the bladder wall as 
a result of vesical neck obstruction, with pro- 
duction of trabeculation and sacculation, are 
the result of an attempt by the bladder wall to 
overcome a gradual increase in intracystic pres- 
sure. The constant association of vesical neck 
obstruction with diverticulum is a significant 
factor in an understanding of the morbid 
anatomy of this herniation. It is our view that 
single large diverticula are of congenital origin 
regardless of age group and are associated with 
contracted vesical neck. “Multiple diverticula 
are not seen in younger people and arg asso- 
ciated with obstructive disease of later life. 
It is interesting to note that our single case of 
diverticulum in a female, was in the older age 
group and associated with contracture of the 


vesical neck. 
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CLINICAL PICTURE AND DIAGNOSIS 


There are no characteristic symptoms of 
diverticulum and usually it is an incidental 
finding on ecystosecopic examination. It mani- 
fests itself in the symptom complex of cystitis 
with frequency, dysuria, pyuria and occaston- 
ally hematuria. Rarely is one able to palpate 
the diverticulum, as was noted in Case 1, where 
it gave the impression of a cystic tumour aris- 
ing from the pelvis. 

The demonstration of a bladder diverticulum 
is by eystoscopie and ecystographic means. The 
diverticular orifice presents a rounded, well 
circumscribed, punched-out appearance, the 
diameter of which varies from 0.5 to 1.5 em. 
Its usual situation about the ureteral orifices 
has already been noted, and it is most im- 
portant to attempt to identify the orifice if sur- 
gery is to be undertaken. It must be borne in 
mind that the size of the mouth bears no rela- 
tionship to that of the sac. In the deep, 
cavernous type of herniation, a black spot 
against the background of pink bladder mucosa 
is a characteristic finding. Occasionally, a mere 
slit-like opening may exist, which is easily over- 
looked on examination of the bladder wall. 

The importance of outlining diverticula by 
eystographic methods must be emphasized. 
The capacity of the cavity, and its anatomical 
relationship to adjacent structures can be 
clearly defined. Such information is essential 
in considering the form of treatment to be 
adopted. We have been accustomed to antero- 
posterior and lateral views of the bladder area, 
following filling with 4% sodium iodide; and 
then emptying films are taken. Recently, we 
have used a dilute barium fluid as an opaque 
medium, with excellent visualization. This is 
especially illustrative in the emptying films, 
and has simplified the procedure by giving 
sufficient information so that lateral views are 
eliminated. The medium is easily washed out 
of the bladder, and appears to be non-injurious 


to the bladder mucosa. The stagnation of 


urine and subsequent infection in diverticula 


forms an ideal situation for development of 
ealeuli, and this occurs in 15 to 20% of cases. 
Such a condition is well illustrated in Case 3. 
Tumour in vesical diverticulum has also been 
reported, and although uncommon, may form 
a pitfall to the resectionist (Muellner). 
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TREATMENT 


The general principles of treatment aim first 
at relief of the obstructive lesion at the vesical 
neck, and then consideration of the size and 
number of diverticula, the degree of retention 
and infection in the sac. The patient’s ability 
to withstand open operation, especially where 
difficulty is anticipated in extensive diverticu- 
lum, must be carefully assessed. The small 
sacculations of the bladder wall, so frequently 
seen aS an accompaniment of vesical neck ob- 
struction, present no particular problem since 
they frequently regress following prostatic re- 
section. In the large retention diverticulum, 
with stagnant infected urine causing persistent 
pyuria, and subjective symptoms, open opera- 
tion with complete excision of the sae is recom- 
mended. This presents many technical diffi- 
culties because of the marked peridiverticular 
adhesions and frequent deep extension of the 
herniation into the pelvis. Also the proximity 
to the ureter, which may open into the diver- 
ticulum, offers a hazard to the surgeon. We 
shall not describe the various open operative 
procedures, except to mention the method of 
intravesical approach by inverting the sae, 
which is applicable only to small, diverticula ; 
the extravesical method of excising the mucous 
membranes of large diverticula, and the many 
operations for complete excision of the sae, 
after blunt dissection. We have used endo- 
scopic resection of diverticular orifices with 
some success, in certain cases of multiple diver- 
ticula, or where poor operative risk precluded 
open operation. 


CASE 1 


Mrs. E.M. was referred November, 1946 for investiga- 
tion of repeated attacks of gross hematuria, 16 months’ 
duration, associated with slight dysuria. There was 
moderate frequency, and she voided only small amounts 
of urine. Patient volunteered the information that she 
had noticed a gradual increase in the size of her ab- 
domen. Examination revealed a well developed, nourished 
elderly female. Blood pressure 220/110. Abdomen 
presented a large cystic mass, extending from symphysis 
pubis to 1 inch below umbilicus, situated in midline. 
It was somewhat ballottable and tender. Cystoscopy 
was performed without anesthesia and considerable 
difficulty was experienced in introducing the instrument, 
which had to be directed anteriorly, in a vertical direc- 
tion, as in a pelvic tumour or pregnancy. Visualization 
was poor and no tumour or stone were noted. Our 
original impression was that a large cyst of pelvic origin 
caused pressure on the bladder. A catheter was passed 
8 hours later, at which time 90 ounces of urine was with- 
drawn and to our amazement the tumour disappeared. 
A pelvic examination at this time was negative. A 
catheter was then inserted following urethral dilatation, 
and left in place four days during which time she con- 
tinued to drain foul smelling purulent urine. Following 
removal of catheter, she developed complete retention 
and re-examination revealed a diverticular orifice on the 


posterior wall 1 inch above and lateral to the right 
ureteral orifice. The bladder wall showed moderate 
trabeculation and a diffuse lustreless appearance of 
mucosa. A ureteral catheter was inserted through mouth 
of diverticulum and cystograms taken (Figs. 1 and 2). 
It was our impression that this huge diverticulum was 
associated with a contracture of the vesical neck. 

A partial sphincterectomy was performed by resecting 
several portions of tissue at the vesical neck between six 
and nine o’clock—a procedure recommended in these 
cases. A retention catheter was left in place for four 
days, following which she began to urinate in an in- 
creasingly satisfactory manrer; however, there was 





A diverticul- 
ectomy was performed by opening the dome of the 
bladder, inserting one finger through the diverticular 
orifice, stripping off the large sac which extended deep 
into the pelvis, and then complete excision of the hernia- 


persistence of 20 ounces of purulent urine. 


tion. Bladder was closed tightly and catheter drainage 
maintained. Patient made an uneventful recovery, and 
now has complete ability to empty bladder with a clear 
urine. 


The interesting features in this ease are first, 
the rarity of diverticulum in females and 
secondly, the association with an obstructive 
lesion in the lower tract. Vesical neck contrac- 
ture in elderly females is frequently unrecog- 
nized, and has been referred to as ‘‘prostatisme 
sans prostate’’ by French authors. The exact 
etiology is unknown and has been attributed 
to either a sclerosis following chronie low grade 
inflammation of the female urethra or to a 
hypertrophy of muscle fibres at the vesical 
neck. Others believe that an achalasia exists 
with failure of the vesical neck to relax as the 
bladder contracts. 


CASE 2 
Mr. Q., aged 83, admitted to Kingston General Hospi- 
tal November, 1945 complaining of suprapubic pain and 
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difficulty of urination. Five years previously he had 
had a resection for a fibrous prostate and had been im- 
proved for a time but was never well. One year previous 
to admission he was alleged to have had a suprapubic 
prostatectomy in Detroit. His family was told it was 
a cancer. Following this, he was not improved and his 
suprapubic sinus never entirely healed. 

Examination revealed a distended bladder with 16 
ounces of dirty residual urine. Cystoscopic showed an 
adequate vesical neck with no stone or tumour and a 
diverticular orifice above the right ureter. A cystogram 
demonstrated a large diverticulum (Fig. 3). 

A catheter was inserted in the sinus and left in for 
a week, when the bladder was opened, the diverticulum 
separated from the bladder and its neck closed. As the 
patient’s condition was poor, and the base of the sac 
extended deeply in the pelvis, it was decided to 
marsupialize it rather than open the pelvic tissues 
further. There was no evidence of cancer. There was 
some drainage from about the sac from the start. This 
was thought to come from its neck in the bladder and 
it was not until it continued for three weeks that it was 


realized that the ureter must be opening into the diver- 
ticulum. The bladder had now healed and he was void- 
ing well (Fig. 4). 

The right ureter was exposed through a gridiron 
incision and tied off. It was greatly thickened. The pa- 
tient had a few irregular spikes of fever during the first 
ten days and it seemed as if he would do well when he 
developed continuous fever and became comatose on the 
twelfth day. The ureter was exposed, opened and a great 
deal of purulent fluid escaped. The following day the 
patient was much improved and the ureter draining much 
clear urine. He was discharged a week later with an 
ureterostomy cup. 

He returned feeling well four months later but dis- 
satisfied with his ureterostomy. A nephrectomy was 
done, he made a good recovery and is now well at 85. 


The interesting features of this case are, first, 
that he must have had this diverticulum for 
many years and it was overlooked when he had 
his resection at first, and again when his blad- 


der was opened to do a prostatectomy (which 


he did not require), Secondly, that the ureter 
opened into the diverticulum and this was over- 
looked, though it was looked for. Thirdly, 
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ligation for 12 days nearly killed the patient 
but did not destroy the kidney. 


CASE 3 


Mr. S.8., aged 79, was first admitted to Kingston 
General Hospital, July, 1944, complaining of frequency 
and burning on micturition. Suprapubic prostatectomy 
and removal of vesical calculi had been performed else- 
where two years prior to admission. Cystoscopy re- 
vealed an acutely inflamed bladder, with marked trabecu- 
lation and sacculation. A large diverticular orifice was 
noted on the right lateral wall, and several smaller ori- 
fices elsewhere. A large stone was seen protruding from 
the mouth of a diverticulum and another lying in the 
bladder. Cystogram showed multiple diverticula of 
various sizes (Fig. 5). Suprapubic cystotomy was per- 
formed and stones removed. Since the first admission, 
he has had many recurrences of stone forming in the 
diverticula. This has necessitated a cystotomy on one 
occasion, and with the last six admissions for stone, 
it has been possible to perform litholapaxy. On several 
occasions the large orifices of diverticula were resected, 
transurethrally, to provide better drainage. An interest- 
ing side light is the ability of this patient to recognize 
the presence of stone in his bladder by symptoms of 
frequency and urgency; this has been confirmed on all 
occasions. 


The multiplicity of saccules and diverticula 
acting as a source of stone formation in this 
ease presents a difficult problem in treatment. 
Where the diverticula have progressed to a 
large size, it is almost impossible to adequately 
eliminate this source of stagnation and infec- 
tion, even though relief of vesical neck obstrue- 


tion has been obtained. The resection of large 
diverticular orifices may, however, be of some 
value in promoting better drainage in these 


cases. 
CASE 4 


Mr. E.B., aged 81, was admitted to Kingston General 
Hospital, November, 1945, complaining of marked fre- 
quency and burning on urination. The urine was very 
dirty and foul smelling for three months prior to ad- 
mission, during which time gross blood mixed in urine 
was noted on several occasions. Physical examination 
revealed marked generalized arteriosclerotic vascular 
changes; prostate per rectum was small and fibrotic. 
Urine, albumen 3 plus, loaded with pus and red cells. 
Cystoscopy showed a grossly infected bladder with a 
contracture of vesical neck. Two large diverticular 
orifices were noted on right and left posterior aspect of 
bladder, but the ureteral orifices could not be visualized. 
Cystograms showed two diverticula, the left one contain- 
ing two large stones (Figs. 6 and 7). The vesical neck 
and a portion of the right diverticular orifice were re- 
sected and the patient made good recovery. There was 
marked diminution in subjective symptoms and the 
urine cleared considerably. 


In such a case, where age and poor general 
condition render the patient a bad operative 
risk, a resection of the diverticular orifice, 
which was large enough to permit passage of 
the resectoscope, affords the only reasonable 
means of treatment. 


CASE 5 


Mr. W.S., aged 34, admitted to Kingston General 
Hospital, March, 1937, with symptoms of marked fre- 
quency and urgency, poor force of urinary stream. 








Canad. M;A. J. 
Feb. 1948, vol. 58 





BRUNSTING: RECENT ADVANCES 





133 








Residual urine 35 ounces. Examination revealed a con- 
tracture of vesical neck and a large diverticular opening 
just above the left ureteral orifice. Cystogram showed 
a large diverticulum on left side (Fig. 8). The vesical 
neck was resected and because the patient wished to 
wait, an excision of the diverticulum was not performed. 
Following relief of vesical neck obstruction, he made 
excellent symptomatic recovery and left hospital with 
5 ounces of residual urine with minimal infection, but 
had a very acute pyelitis after going home. He replied 
to a follow-up in July, 1946 that he was perfectly well, 
his urine was clear and he was very grateful for what 
we had done for him. 


This case exemplifies the regression that 
sometimes follows relief of obstruction -at the 
vesical neck and the expectant course follow- 
ing resection had avoided the necessity of 
operation. It is, of course, possible that it may 
later be necessary. 


SUMMARY 


1. A diseussion of the mode of formation, . 


diagnosis and treatment of vesical diverticulum 
is presented. 

2. Emphasis is made of bladder herniations 

as a source of persistent pyuria and residual 
urine, following relief of vesical neck ob- 
struction. 
3. A rare case of diverticulum in an elderly 
female is recorded. This was associated with 
contracture of vesical neck, which was treated 
by endoseopie resection. 


4. Suitability of diverticula as a site of re- 
current caleulus formation is illustrated. 


5. The use of a light barium sulphate mixture 
as a radio-opaque medium in eystography is 
discussed. : 
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NEED FOR EARLY DIAGNOSIS OF BRONCHOGENIC CaR- 
CINOMA.—Many cases have received previous diagnosis 
of unresolved or atypical pneumonia. Diagnosis in most 
early operable cases cannot be made without broncho- 
scopy and/or exploratory thoracotomy. By means of 
the bronchoseope, 50 to 75% of lung cancers are ac- 
cessible for biopsy. The remainder can be definitely 
diagnosed in the operable stage only by exploratory 
thoracotomy, which, per se is a relatively benign pro- 
cedure.—Berg, R., Jr., Poppe, J. K. and Havlicek, T. L.: 
Northwest Med., 46: 452, 1947. . 


RECENT ADVANCES IN DERMATOLOGY 
AND SYPHILOLOGY* 


Louis A. Brunsting, M.D. 


Section on Dermatology and Syphilology, 
Mayo Clinic, Rochester, Minnesota 


N recent years there have been many significant 
developments in the field of dermatology and 
syphilology, some of them of far-reaching im- 
portance in relation to systemic disease, others 
of direct value to the practising physician in 
the management of the patient.* 


ToPIcAL APPLICATIONS 


In dermatologic treatment, topical applica- 
tions such as ointments and lotions play a large 
role.2 Some of them are used for their own 
value as lubricants but more often they are 
used to convey medicaments to the diseased skin, 
The choice of vehicle is an important one, for 
in certain conditions a surface action is desired, 
in others, a penetrating effect. Many new types 
of creams and emulsions have been made pos- 
sible by the utilization of such recent materials 
as synthetic resins and waxes, bentonite clay 
and the various wetting agents. Physicians now 
have available a wide range of emulsions, greases, 
greaseless bases, interface active agents to facili- 
tate penetration, protective creams and efficient 
soap substitutes. The quaternary ammonium 
salts (phemerol, zephiran) are useful detergents 
but their antiseptic action is neutralized by 
soaps. 

ANTISEPTICS 


Dermatologists have long objected to the use 
of cresol, mercurials and iodine as preoperative 
skin antiseptics because of their high sensitiz- 
ing properties. A new bactericidal agent which 
will be of interest to surgeons has been incorpo- 
rated in a soap (G-11 soap) ; in clinical trials 
it has proved to be nonirritating to the skin 
and to possess unique antiseptic properties.* 


SULFONAMIDES, PENICILLIN AND STREPTOMYCIN 


The treatment of superficial pyogenic infec- 
tions of the skin such as impetigo, ecthyma and 
folliculitis was thought to be solved with the 
introduction of the sulfonamides and, later, 
penicillin and streptomycin. However, subse- 


* Read before the meeting of the Canadian Medical 
Association, Alberta Division, Edmonton, Alberta, 
September 10, 1947. The paper appears also in the 
Alberta Medical Bulletin, October, 1947. 





134 


quent experience has shown that the sensitizing 
capacity of these drugs is such that they are not 
fit for general use in such eases, at least not by 
topical application. Tyrothricin, on the other 
hand, is quite useful and is relatively non- 
irritating when used as a lotion or a moist 
compress. 

Ten years of experience with the systemic 
administration of sulfonamides has shown that 
the usefulness of these agents in dermatologic 
conditions is somewhat restricted. Of course, 
they are still valuable in eases of severe strep- 
toecoecie and staphylococcie infections in which 
penicillin is ineffective or beeause the patient is 
sensitive to it, or the organisms are penicillin- 
fast. In chancroidal infection, sulfadiazine or 
sulfathiazole is the drug of choice. In the early 
stages of lymphogranuloma venereum, a long 
period of treatment with sulfadiazine is indi- 
eated. Sulfapyridine seems to have a specific 
effect on the control of the symptoms of derma- 
titis herpetiformis but its prolonged use is not 
without hazard. 

The systemie use of penicillin is indicated in 
erysipelas, erysipeloid, carbuncle, cellulitis, lym- 
phangitis and other severe and deep seated 
streptococcie and staphylococcie infections of the 
skin such as hidradenitis suppurativa. Strep- 
tomycin has a limited application in derma- 
tology; it is indicated in those pyogenic infec- 
tions which are penicillin-fast ; it is effective in 
early tularemia‘ and perhaps in granuloma in- 
guinale;> it has proved promising in certain 
eases of ulcerating cutaneous tuberculosis.£ On 
the other hand, the systemic reactions attending 
the prolonged use of streptomycin in sizable 
doses, particularly the damaging effect to the 
vestibular apparatus and the eighth nerve, as 
well as the expense of administration, are seri- 
ous drawbacks. The use of penicillin and strep- 
tomycin has proved disappointing in the treat- 
ment of pemphigus and disseminated lupus 
erythematosus. 


SCABIES AND PEDICULOSIS 

A few other items of interest in the treatment 
of dermatologic conditions may be mentioned 
briefly. The most effective agent for treatment 
of seabies and pediculosis is the formula of 
Eddy :’ benzyl benzoate 10.0, D.D.T. (dichloro- 
diphenyltrichloroethane) 1.0, benzocaine (ethyl 
aminobenzoate) 2.0, tween 80 (Atlas Powder 
Co.) 2.0, and water in sufficient quantity to 
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make 100.0 (all in terms of grams or cubic 
centimetres). This emulsion is rubbed liberally 
into the affected parts on two occasions, twelve 
hours apart.® 


CONDYLOMATA ACUMINATA 


These moist warts respond to one or more 
applications of podophyllin powder used as a 
25% suspension in mineral oil.2 Some prefer 
a 20% suspension of the powder in 95% alcohol 
to better limit the caustic to the lesions them- 
selves and to minimize the irritation of adjacent 
membranes. Ordinary warts and plantar warts 
are not affected by podophyllin. Sullivan and 
King’? have shown that podophyllin exerts a 
specific effect on cell structure similar to that 
produced by colchicine. 

FUNGOUS INFECTIONS 

In dealing with fungous infections of the feet, 
it is well known that certain persons are par- 
ticularly susceptible while others seem to be 
relatively immune. This difference is due in 
part to the fact that certain fatty acids in the 
sweat and other secretions of the skin are 
natural inhibitors of the growth of fungi. In 
accordance with this principle, preparations of 


undeeylenie and propionic acids have been de- 
veloped for therapeutic purposes and in exten- 
sive clinical trials in military and civilian 
practice they seem to have lived up to expecta- 


tions.1! They are quite mild, even after pro- 
tracted use. They are not cure-alls, however, 
and they will not replace conventional remedies 
during the acute stages of infection, nor will 
they eradicate obscure foci from the nails. Their 
chief virtue lies in the prevention of infection, 
and when applied conscientiously as powders to 
the feet they are a safe and efficient prophylactic. 

Fungous infections of the sealp in school 
children are another matter, especially those due 
to Microsporum audouin. Thousands of such 
eases came to light in the metropolitan centres 
coincident with the shifting of large numbers of 
industrial workers during the war. The only 
efficient cure for ringworm of the scalp, except 
by the oceurrence of puberty, is by roentgen 
epilation of the scalp. The use of topical 
fungicides is tedious and disappointing although 
promising results were reported with two such 
preparations, trimethyl cetyl ammonium pen- 
tachlorphenate’? and salicylanilide.** The reason 
why ringworm of the sealp is cured spontane- 
ously at puberty is clarified by the work of 
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Rothman, Smiljanic and Weitkamp** who demon- 
strated that certain fatty acids in the hair are 
fungistatic and that their inhibitory effect is five 
times more pronounced in adults than in 
children. 


ANTIHISTAMINIC SUBSTANCES 


Although the réle of histamine in anaphy- 
laxis and allergy is still controversial, by this 
time physicians are convinced of the value of 
antihistaminie drugs, such as benadryl and 
pyribenzamine in the symptomatic relief of 
urticaria, angioneurotic cdema and certain 
other itching dermatoses.** 1° So far at the 
clinie we have observed no serious consequences 
from the use of either of these drugs, even with 
prolonged administration, although the com- 
mon disagreeable side effects of drowsiness, 
dizziness and nausea may render certain 
persons intolerant to each of them. As a rule, 
drowsiness occurs more frequently with the 
administration of benadryl than with pyri- 
benzamine, but this is not unwelcome in deal- 
ing with nervous patients or when the drug 
is given at bedtime. Pyribenzamine, on the 
other hand, is prone to cause excitement which 
interferes with sleep. We have observed a 
slight suppression of hgmatopoiesis in connec- 
tion with its use. Pyribenzamine is somewhat 
effective as a local anesthetic when applied as 
a 2% ointment in eases of localized pruritus 
about the anus or vulva. 

No doubt, the present extensive program of 
research in this field will bring out other drugs 
more effective and less toxic than those now 
available. At the Mayo Clinic, my colleagues 
and I have had an opportunity recently to ap- 
praise such a new antihistaminic drug called 
‘‘thenylene’’ (N - (alphapyridyl) - N - (alpha - 
thenyl) - N’, N’ - di - methylethylenediamine 
hydrochloride). Preliminary observations on 
78 patients with allergic dermatologic disorders 
who were given the drug by mouth in maximal 
dosage of 100 mgm. four times a day indicate 
that it is safe and effective.’ In therapeutic 
efficiency it stands between benadryl and pyri- 
benzamine but, with thenylene, unpleasant side 
effects were surprisingly few. The greatest 
benefit was in the relief of the symptoms of 
acute urticaria, but, as with other drugs, the 
benefit to other itching conditions such as 
atopic dermatitis and contact dermatitis was 
disappointing. It is impractical to make a 
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valid statistical summary of the effects of treat- 
ment on a subjective symptom such as pruritus. 
Some persons in this series expressed a prefer- 
ence for one or the other of the three drugs on 
the basis of apparent relief of symptoms and 
absence of side effects; this fact indicates that 
at present there is room for all three in clinical 
practice. 


NITROGEN MUSTARD IN MYCOSIS FUNGOIDES 


Preliminary observations indicate that nitro- 
gen mustard is capable of bringing about im- 
provement and temporary remissions in certain 
cases of mycosis fungoides'® as it does in other 
of the lymphoblastomas.*® The drug has an 
extremely toxic effect on the hematopoietic 
system and in spite of certain dramatic re- 
sponses in therapy it will probably find a 
limited application as an adjunct to roentgen 
rays. During the past year my colleagues and 
I have concluded, on the basis of our experience 
in treating nine patients who had mycosis 
fungoides with one or more courses of nitrogen 
mustard, that the drug is inferior to roentgen 
rays and is less safe, and that the chief indieca- 
tion for its use will be in those cases in which 
the disease is fulminating or in which a full 
quota of roentgen therapy has been applied or 
in which the disease appears to be refractory 
to such treatment.° 


VITAMIN D, (CALCIFEROL) IN LUPUS VULGARIS 


Vitamin therapy in diseases of the skin, as in’ 
general medical conditions, has been much over- 
done. Aside from its use in such obvious de- 
ficiencies as pellagra, seurvy and perhaps in 
Darier’s and Devergie’s diseases, the indica- 
tions for such treatment have been decidedly 
limited. During the war years, however, a re- 
markable advance in the treatment of lupus 
vulgaris by the prolonged administration of. 
large doses of vitamin D, was brought forth 
independently by Fanielle in Belgium, Charpy 
in France and Dowling and Prosser Thomas”» 7? 
in England. This treatment has been found 
effective within one to three months in a high: 
percentage of cases of lupus vulgaris and in 
other forms of cutaneous tuberculosis as well, 
although, at the same time, the older procedures 
of local measures and systemic support have 
not been ignored.?* Vitamin D, (calciferol), 
with or without the addition of milk or calcium 
salts, is given by mouth according to various: 
schedules for a long period of months; Haserick . 
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and Michelson** recommended 1,000 to 2,000 
units per kilogram of body weight per day. In 
dealing in such quantities, untoward effects and 
hypercaleemia may be expected in 25 to 35% 
of such cases, but with proper selection of pa- 
tients and careful supervision, serious complica- 
tions seem to be surprisingly few. The mode of 
action of vitamin D, on cutaneous tuberculosis 
is not known, whether the effect is on the 
bacillus, the skin or the general system. Curtis 
and co-authors®® have applied the Charpy treat- 
ment in sarcoidosis with some encouragement ; 
they postulate a possible influence on phospho- 
lipid metabolism. 


PENICILLIN IN THE TREATMENT OF SYPHILIS 

In this short discussion I can only summarize 
briefly the current status of penicillin in the 
treatment of syphilis for it will take another 
decade or two before valid conclusions can be 
drawn as to the over-all efficacy of schedules 
and combinations of drugs.?**7 Treatment 
around the clock may be replaced if penicillin 
in oil and beeswax proves effective. So far, 
as physicians we have made the strategic error 
of underestimating our .opponent; we have 
given too little treatment; we have expected 
too much of the drug without respecting the 
resistance of the patient, as in the latent stages 
of the disease or under conditions of parenchym- 
atous damage; finally, we have minimized the 
valuable auxiliary réle of the arsphenamines, 
bismuth and fever. 

For detailed instruction in regard to tech- 
nique of present schedules I can recommend to 
you the bulletin of the Veterans Administration 
on the management of syphilis.”® 

In the treatment of early syphilis, penicillin is 
highly effective, and the shorter the duration of 
the disease the better the results.2® At present 
it is our opinion at the clinic that a combination 
of penicillin with oxophenarsine hydrochloride 
and a bismuth preparation given either before 
or after or concurrently offers the highest rate 
of success, Such patients should be followed 
regularly after treatment with clinical and sero- 
logic examinations in order to anticipate relapse. 
It is well to remember, too, that the small dose 
of penicillin needed to cure gonorrhea may 
serve to delay the signs of a concurrent syphilitic 
infection for several months. 

Benign gummatous lesions of the skin and 
bones respond well to penicillin; likewise gum- 
matous hepatitis and gastric syphilis respond. 
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Syphilis in pregnancy is an ideal condition 
for the use of penicillin and reports indicate 
that such treatment has seldom failed to prevent 
syphilis in the offspring.*® * A course of peni- 
cillin may be used even late in pregnancy if the 
child is viable. Pregnant women with syphilis 
should receive at least 2.4 million units of peni- 
cillin, perhaps more, and at the clinic we prefer 
to give such a course in the first trimester and 
again at the seventh month. 

Penicillin is more effective in congenital 
syphilis of infants and young children than in 
older children but the results are variable.*? A 
course of seven and a half days of treatment 
at three hour intervals is recommended, a total 
dose of 100,000 to 400,000 units per kilogram of 
body weight being utilized. Interstitial keratitis 
is refractory to penicillin. 

In neurosyphilis** ** there is an excellent re- 
sponse in cases of asymptomatic infection and 
syphilitic meningitis. In vascular neurosyphilis 
the response is equivocal but the treatment is 
relatively safe. In parenchymatous types of 
neurosyphilis, the longer the duration and the 
more the damage, the less the degree of clinical 
improvement. The most pronounced effect of 
penicillin in cases of neurosyphilis is on the 
cerebrospinal fluid; the effect is, first of all, 
on the pleocytosis and total protein, later, on 
the colloidal curve and the serologic reaction. 
Tabetics often gain weight and improve in other 
respects after a course of treatment with peni- 
cillin. Patients who have optic atrophy and 
general paresis need treatment with penicillin 
and malaria. 


In cardiovascular syphilis penicillin should be 


used with caution. In late latent syphilis and 
in so-called Wassermann-fast cases there is no 
evidence that penicillin is of value. 


BAL (BRITISH ANTI-LEWISITE) 

This is a dithiol compound (2, 3-dimercapto- 
propanol) which was developed during the war 
in a search for antivesicants. BAL has strong 
affinity and binding power for heavy metals, 
particularly arsenic and mercury, and it has 
been applied effectively in the treatment of in- 
toxications by these drugs.*® ** 87 Jn the treat- 
ment of syphilis, BAL is a valuable prophy- 
lactic to be used at the first sign of intolerance 
to the arsphenamines. It has been shown to 
influence markedly the morbidity and mortality 
rates in arsenical exfoliative dermatitis and 
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hemorrhagic encephalitis, providing the toxicity 
has not been established too long. BAL is given 
by intramuscular injection in dosage of 2.5 to 
3.0 mgm. per kilogram of body weight at four 
hour intervals the first forty-eight hours and in 
decreasing doses thereafter for the next ten 
days. Physicians who use arsenical drugs in the 
treatment of syphilis, and mercurials as diur- 
etics should have access to a supply of BAL to 
be used at the earliest signs of untoward reaction. 
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A, AND OCKULY, O.: 


SIMULTANEOUS VAGOTOMY AND 
PARTIAL GASTRECTOMY FOR 
INTRACTABLE PEPTIC ULCER* 


Campbell Gardner, M.D., F.R.C.S.[Eng. & C.] 
Montreal, Que. 


HE surgical treatment of peptic ulcer is in 

reality restricted to the complications of 
this disease, or to the treatment of those pa- 
tients who cannot be cured by medical means. 
The good gastric surgeon should have as his 
constant aim and purpose the elimination of 
himself and I feel that this Utopia will probably 
come to pass when more of the physiology and 
biochemistry of this condition is known. In the 
meanwhile, however, just as in the treatment 
of cancer, surgeons must do what they can to 
make life at least more comfortable for these 
patients, even if they cannot restore them to 
physical and mental perfection. 


Those of you who have followed the surgical 
treatment of gastric and duodenal ulcer for the 
past twenty-five years will realize that, to date, 
gastric surgery has been relatively unsatis- 
factory, because surgical treatment is directed 
not against the cause of the condition, but 
is an attempt to put a block between the cause 
and the physical effects. We have passed 
through the eras of simple excision, pyloro- 
plasty, gastroenterostomy, minor resection, sub- 
total gastrectomy and are now in the latest, 
propounded by Dragstedt in 1942, ‘‘vagotomy’’. 
Each successive operation has been finally dis- 
carded because (1) of the high percentage of 
recurrence of the original ulcer, (2) the de- 
velopment of a stomal ulcer, or (3) of other 
complications which have arisen. 


Until Dragstedt’s work was published, it had 
been generally accepted that in patients who 
had an ulcer with persistent bleeding, pyloric 
stenosis, recurrent perforation or intractable 
pain, the operation of subtotal gastrectomy was 
the treatment of choice. Its disadvantages 
were (1) its relatively high mortality (about 
5% in the hands of the very best surgeons, 
rising to 20% with those less skilful), and (2) 
the occurrence of stomal ulcer which although 
less common than with any preceding type of 
operation, still occurred in about 5% of cases. 
The third complication, though not commonly 





* From the Queen Mary Veterans’ Hospital—read be- 
fore the Fall Convention of the Montreal Medico- 
Chirurgical Society, October, 1947. 
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mentioned was that of anemia, or an anemia- 
like syndrome, commonly thought to be due to 
the removal of very large portions of the 
stomach. In other words, it was stated that 
the more of the stomach removed, the greater 
chance of death or of anemia, but the less 
chance of stomal ulcer. The surgeon then had 
to draw a fine balance between these two evils. 

When Dragstedt published the relatively 
simple technique of transthoracic vagotomy, it 
seemed as if this might be an answer to our 
troubles and the results quoted from his clinic 
and others such as the Massachusetts General 
Hospital are extremely good and must undoubt- 
edly be accepted as accurate. Why then has 
there arisen such confusion in the literature 
regarding the success of this operation ? 

In the past 18 months our surgical group have 
operated on 50 cases of peptic ulcer: 12 have 
been treated by transthoracic vagotomy, 2 by 
abdominal vagotomy, 14 by subtotal gastrectomy 
and 22 by a combination of gastrectomy and 
vagotomy. An analysis of our results might 
possibly help to solve the present differences of 
opinion which have arisen, and may suggest a 
possible surgical answer to those cases of peptic 
ulcer which have resisted medical and psychi- 
atric treatment. 

In the first place, all peptic ulcers treated 
surgically in this hospital, are so treated on 
the specific insistence of an expert physician 
following the failure of medical treatment. In 
case transthoracic vagotomy is contemplated we 
stipulate in addition, that the ulcer must be 
duodenal, that there must be no bleeding or 
stenosis, and that the night fasting secretion of 
the stomach must be at least 800 c.c. 

All 12 eases treated by transthoracic vag- 
otomy have been cured of their condition. Why 
then is this not the perfect answer? Because 
of the complications which arise following 
operation, namely: hemothorax; belching, 
often of foul-smelling gas; fullness of the 
stomach; diarrhea; and pain in the thoracic 
wound. This procedure also is not applicable 
to gastric ulcers because of the possibility of 
malignancy, nor is it of value in patients who 
have duodenal stenosis. 

Some of the complications enumerated above, 
such as hemothorax, have been eliminated by 
improvement in the technique, but the feelings 
of fullness, belching of gas and diarrhea, al- 
though not serious in any of our cases, have 
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been sufficiently distressing to these patients, 
who are, in any case, an anxious and worried 
group, to cause them to return and ask for 
further relief and we have been obliged to 
perform gastroenterostomies in four of them. 

The introduction by Dragstedt of the ab- 
dominal approach improved the situation. We 
.were then able to see and feel the ulcer, to 
detect a stenosis not previously seen in x-ray 
and, of course, to eliminate the chest complica- 
tions. Unfortunately in our first two such 
operations we were unable to visualize both 
vagus nerves clearly, as in each case one of the 
nerves split into its branches high up and these 
branches were buried in the wall of the ceso- 
phagus, as so clearly described by Waltman 
Walters. 

On considering this problem further, we 
decided that a combination of the two presently 
accepted forms of surgical therapy might be 
the answer to the situation. Accordingly we 
adopted the method of simultaneous vagotomy 
and gastrectomy which may be described 
briefly as follows: 

A high left paramedian incision is made 
extending well up over the costal margin, close 
to the midline. The left lobe of the liver is 
easily mobilized, dividing the coronary liga- 
ment, and this lobe is held out of the way by 
means of a Dever retractor. The peritoneum 
over the anterior portion of the esophagus is 
divided with a pair of scissors, the finger is 
slipped up between the cesophagus and the 
diaphragm and easily loosens the csophagus 
from its bed: This structure is then pulled 
down by traction on the stomach for a distance 
of about two inches. Immediately the two 
vagus nerves stand out like bow strings. A 
portion of each is cut and sent to the laboratory 
for section. 


This whole procedure now requires only a 
few minutes and we have not been troubled in 
any case by excessive bleeding or any other 
complication. If one of the vagus nerves has 
divided into its branches we cut as many of 
these branches as are easily seen or felt. 


We then proceed to perform a relatively 
small partial gastrectomy of the Hoffmeister 
type, removing only about half the stomach, 
taking the pylorus, if possible, but if the latter 
is fixed, we are content to crush and close it. 
No attempt is made to remove a deeply pene- 
trating ulcer of the duodenum. The stoma is 
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made much larger than the usual one for sub- 
total gastrectomy. We make it sufficiently long 
so that at least three fingers will pass through 
it. Our custom is, as a rule, to perform a retro- 
colic anastomosis, but if this is difficult, we 
have no hesitation in using a long loop ante- 
colic type. 


RESULTS 


In the first group of ten cases we had con- 
siderable difficulty postoperatively because of 
the paralysis not only of the stomach, but of 
the upper intestinal tract, and some of these 
patients did not begin to eat properly for from 
one to three weeks. In fact, in one case a large 
tumour was felt in the abdomen at the end of 
ten days and on the passage of a tube it was 
discovered that he had in his stomach every- 
thing he had eaten since the operation. How- 
ever, as time has passed, as our skill has in- 
creased, and the width of our stoma has become 
greater we have had less and less trouble. 

We still prefer to leave a suction tube down 
for five days as compared with two or three 
after simple gastrectomy. 

In the 22 eases which have been done so far 
there has been no mortality and to date none 
of these patients have complained postopera- 
tively of the various conditions so prevalent 
after vagotomy. This, of course, may be just 
a run of luck. However, we have been doing 
this operation now for nearly a year and one 
would think that some of these men would have 
had grievances before now. 

The age of the patients has varied from a boy 
of 20 to an old man of 86 who had intractable 
bleeding from a penetrating duodenal ulcer and 
a very high hydrochlorie acid. 

This operation, of course, has the additional 
advantage of removing any lesion of the stomach 
and eliminates the possibility of missing a ear- 
cinoma. I do not believe that it is necessary 
to do the combined procedure in every ease of 
intractable ulcer, but it would seem that it has 
a very definite place in patients with, (1) a high 
hydrochloric acid; (2) in those of the very 
anxious type whom one might expect to develop 
a stomal ulcer; and (3) in those cases where 
the first part of the duodenum is difficult to 
remove. We intend to carry out the procedure 


in this type of patient until we have assessed . 


100 cases. 
The objection has been offered that the post- 
operative care is more difficult than after a 
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simple gastrectomy, and with this view gen- 
erally I coneur. However, I believe that if 
stomal ulcers can be eliminated by adding the 
procedure of vagotomy to subtotal gastrectomy, 
if the mortality is not increased and if the 
other unpleasant complications formerly associ- 
ated with vagotomy do not occur, it may become 
the surgical procedure of choice. 

To date, we have been satisfied with the 
results of this operation. We have carried out 
the usual postoperative tests and in every case 
have shown both by diminished motility and by 
the insulin test, that the vagus nerves have been 
at least 80% destroyed. We are presently em- 
barking on an exhaustive study of a comparable 
number of patients who have been treated (1) 
by gastrectomy; (2) by vagotomy; and (3) by 
the combined procedure and will report on these 
in a year’s time. 

SUMMARY 


It is suggested that a combined procedure of 
abdominal vagotomy and relatively small partial 
gastrectomy may eliminate or at least reduce 
the disadvantages and difficulties of each pro- 
cedure and may become the operation of choice 
for those suffering from peptie ulcer who have 
developed complications or for those who re- 
main resistant to medical and _ psychiatric 
treatment. 

1414 Drummond Street. 


THE TREATMENT OF ANGIOMATA* 
Origéene Dufresne, M.D. 
Montreal, Que. 


HE angiomata, as you know, are growths of 
congenital origin due to hyperplasia of blood 

or lymph vessels. Because they are composed 
of imperfectly formed vessels of embryonic type, 
radium and x-rays have a selective action upon 
them. G. C. Andrews classifies the angiomas in 
the following types: (a) Flat, non-elevated stain 
(port-wine stain). (b) Elevated, superficial 
bright red patches (strawberry marks). (c) 
Rounded red or purplish, superficial or subecu- 
taneous tumours (angioma cecavernosum or 
cavernous angioma). (d) Spider-like capillary 
telangiectasis (telangiectasis). (e) Affections 
* Read at the Seventy-eighth Annual Meeting of the 
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mentioned was that of anemia, or an anemia- 
like syndrome, commonly thought to be due to 
the removal of very large portions of the 
stomach. In other words, it was stated that 
the more of the stomach removed, the greater 
chance of death or of anemia, but the less 
chance of stomal ulcer. The surgeon then had 
to draw a fine balance between these two evils. 

When Dragstedt published the relatively 
simple technique of transthoracic vagotomy, it 
seemed as if this might be an answer to our 
troubles and the results quoted from his clinic 
and others such as the Massachusetts General 
Hospital are extremely good and must undoubt- 
edly be accepted as accurate. Why then has 
there arisen such confusion in the literature 
regarding the success of this operation ? 

In the past 18 months our surgical group have 
operated on 50 cases of peptic ulcer: 12 have 
been treated by transthoracic vagotomy, 2 by 
abdominal vagotomy, 14 by subtotal gastrectomy 
and 22 by a combination of gastrectomy and 
vagotomy. An analysis of our results might 
possibly help to solve the present differences of 
opinion which have arisen, and may suggest a 
possible surgical answer to those cases of peptic 
ulcer which have resisted medical and psychi- 
atric treatment. 

In the first place, all peptic ulcers treated 
surgically in this hospital, are so treated on 
the specific insistence of an expert physician 
following the failure of medical treatment. In 
ease transthoracic vagotomy is contemplated we 
stipulate in addition, that the ulcer must be 
duodenal, that there must be no bleeding or 
stenosis, and that the night fasting secretion of 
the stomach must be at least 800 c.c. 

All 12 cases treated by transthoracic vag- 
otomy have been cured of their condition. Why 
then is this not the perfect answer? Because 
of the complications which arise following 
operation, namely: hemothorax; belching, 
often of foul-smelling gas; fullness of the 
stomach; diarrhea; and pain in the thoracic 
wound. This procedure also is not applicable 
to gastric ulcers because of the possibility of 
malignancy, nor is it of value in patients who 
have duodenal stenosis. 

Some of the complications enumerated above, 
such as hemothorax, have been eliminated by 


improvement in the technique, but the feelings 


of fullness, belching of gas and diarrhea, al- 
though not serious in any of our cases, have 
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been sufficiently distressing to these patients, 
who are, in any case, an anxious and worried 
group, to gause them to return and ask for 
further relief and we have been obliged to 
perform gastroenterostomies in four of them. 

The introduction by Dragstedt of the ab- 
dominal approach improved the situation. We 


.were then able to see and feel the ulcer, to 


detect a stenosis not previously seen in x-ray 
and, of course, to eliminate the chest complica- 
tions. Unfortunately in our first two such 
operations we were unable to visualize both 
vagus nerves clearly, as in each case one of the 
nerves split into its branches high up and these 
branches were buried in the wall of the ceso- 
phagus, as so clearly described by Waltman 
Walters. 

On considering this problem further, we 
decided that a combination of the two presently 
accepted forms of surgical therapy might be 
the answer to the situation. Accordingly we 
adopted the method of simultaneous vagotomy 
and gastrectomy which may be described 
briefly as follows: 

A high left paramedian incision is made 
extending well up over the costal margin, close 
to the midline. The left lobe of the liver is 
easily mobilized, dividing the coronary liga- 
ment, and this lobe is held out of the way by 
means of a Dever retractor. The peritoneum 
over the anterior portion of the esophagus is 
divided with a pair of scissors, the finger is 
slipped up between the csophagus and the 
diaphragm and easily loosens the esophagus 
from its bed: This structure is then pulled 
down by traction on the stomach for a distance 
of about two inches. Immediately the two 
vagus nerves stand out like bow strings. A 
portion of each is cut and sent to the laboratory 
for section. 


This whole procedure now requires only a 
few minutes and we have not been troubled in 
any case by excessive bleeding or any other 


complication. If one of the vagus nerves has 
divided into its branches we cut as many of 
these branches as are easily seen or felt. 


We then proceed to perform a relatively 
small partial gastrectomy of the Hoffmeister 
type, removing only about half the stomach, 
taking the pylorus, if possible, but if the latter 
is fixed, we are content to crush and close it. 
No attempt is made to remove a deeply pene- 
trating ulcer of the duodenum. The stoma is 
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made much larger than the usual one for sub- 
total gastrectomy. We make it sufficiently long 
so that at least three fingers will pass through 
it. Our custom is, as a rule, to perform a retro- 
colic anastomosis, but if this is difficult, we 
have no hesitation in using a long loop ante- 
colic type. 
RESULTS 


In the first group of ten cases we had con- 
siderable difficulty postoperatively because of 
the paralysis not only of the stomach, but of 
the upper intestinal tract, and some of these 
patients did not begin to eat properly for from 
one to three weeks. In fact, in one case a large 
tumour was felt in the abdomen at the end of 
ten days and on the passage of a tube it was 
discovered that he had in his stomach every- 
thing he had eaten since the operation. How- 
ever, as time has passed, as our skill has in- 
creased, and the width of our stoma has become 
greater we have had less and less trouble. 

We still prefer to leave a suction tube down 
for five days as compared with two or three 
after simple gastrectomy. 

In the 22 eases which have been done so far 
there has been no mortality and to date none 
of these patients have complained postopera- 
tively of the various conditions so prevalent 
after vagotomy. This, of course, may be just 
a run of luck. However, we have been doing 
this operation now for nearly a year and one 
would think that some of these men would have 
had grievances before now. 

The age of the patients has varied from a boy 
of 20 to an old man of 86 who had intractable 
bleeding from a penetrating duodenal ulcer and 
a very high hydrochlorie acid. 

This operation, of course, has the additional 
advantage of removing any lesion of the stomach 
and eliminates the possibility of missing a ear- 
cinoma. I do not believe that it is necessary 
to do the combined procedure in every case of 
intractable ulcer, but it would seem that it has 
a very definite place in patients with, (1) a high 
hydrochloric acid; (2) in those of the very 
anxious type whom one might expect to develop 
a stomal ulcer; and (3) in those cases where 
the first part of the duodenum is difficult to 
remove. We intend to carry out the procedure 


in this type of patient until we have assessed . 


100 cases. 
The objection has been offered that the post- 
operative care is more difficult than after a 
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simple gastrectomy, and with this view gen- 
erally I coneur, However, I believe that if 
stomal ulcers can be eliminated by adding the 
procedure of vagotomy to subtotal gastrectomy, 
if the mortality is not increased and if the 
other unpleasant complications formerly associ- 
ated with vagotomy do not occur, it may become 
the surgical procedure of choice. 

To date, we have been satisfied with the 
results of this operation. We have carried out 
the usual postoperative tests and in every case 
have shown both by diminished motility and by 
the insulin test, that the vagus nerves have been 
at least 80% destroyed. We are presently em- 
barking on an exhaustive study of a comparable 
number of patients who have been treated (1) 
by gastrectomy; (2) by vagotomy; and (3) by 
the combined procedure and will report on these 
in a year’s time. 

SUMMARY 


It is suggested that a combined procedure of 
abdominal vagotomy and relatively small partial 
gastrectomy may eliminate or at least reduce 
the disadvantages and difficulties of each pro- 
cedure and may become the operation of choice 
for those suffering from peptic uleer who have 
developed complications or for those who re- 
main resistant to medical and _ psychiatric 
treatment. 

1414 Drummond Street. ° 


THE TREATMENT OF ANGIOMATA* 
Origene Dufresne, M.D. 
Montreal, Que. 


HE angiomata, as you know, are growths of 
congenital origin due to hyperplasia of blood 

or lymph vessels. Because they are composed 
of imperfectly formed vessels of embryonic type, 
radium and x-rays have a selective action upon 
them. G. C. Andrews classifies the angiomas in 
the following types: (a) Flat, non-elevated stain 
(port-wine stain). (b) Elevated, superficial 
bright red patches (strawberry marks). (c) 
Rounded red or purplish, superficial or subeu- 
taneous tumours (angioma cavernosum or 
cavernous angioma). (d) Spider-like capillary 
telangiectasis (telangiectasis). (e) Affections 
* Read at the Seventy-eighth Annual Meeting of the 
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entirely or partially composed of lymphaties, 
sometimes with verrucous tendencies (lymphan- 
gioma circumscription, lymphangiectasis, hemo- 
lymphangioma). 

All these types of angiomas do not respond 
in the same way to radiations and to other 
therapeutical methods. 


PortT-WINE STAINS 

In these vascular nevi the therapeutic results 
are often deceptive. Soft x-rays, hard x-rays 
and gamma rays are used by many for this type 
of angioma, but the field of action of these 
radiations seems to be quite limited. I even 
think that short wave radiations constitute an 
unreliable treatment for port-wine stains. So, 
what is the best treatment of these port-wine 
stains? Evidently the treatment varies with 
the site of the blood vessels. 

When the blood vessels lie in the subpapillary 
zone of the skin, ultraviolet radiation therapy 
improves nearly all cases, and, according to 
Andrews, it must be used in blistering doses, 
which should be administered at intervals of 
three weeks for a period of many months. There 
is no danger from slight overdosage of ultra- 
violet radiations. Furthermore, the reaction, 
consisting of erythema and swelling, and ap- 
pearing a few hours after exposure, is painless. 
It is better not to apply local medication against 
the reaction. 


When the blood vessels lie in the mideutis or 
in the subcutaneous tissues, no improvement 
ean be reasonably expected from ultraviolet 
radiation, Then radiumtherapy, electrodesic- 
cation, or electrolysis can be used, but they are 
still quite unreliable. In our practice, we use 
earbon dioxide snow applied with slight pres- 
sure and at short intervals. By doing so, we 
obtain appreciable improvement, particularly 
in the subepidermal variety of port-wine stains. 
Of course the best result in the treatment of 
this type of angiomas is obtained if the treat- 
ment is applied early in. childhood. For 
children, we use a pressure of 1 kgr. for five 
seconds at a few days’ intervals, while, for 
adults, the pressure is of 1.5 to 2 ker. for 15 
or 20 seconds. With this technique, we usually 
observe a gradual improvement with a mini- 
mum of scarring. However, we must remember 
to stop the treatment before producing scarring. 

Ultraviolet radiation at repeated blistering 
doses, and carbon dioxide snow with slight 
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pressure, are, in our opinion, the best thera- 
peutic methods for the port-wine stains, al- 
though they have a limited field of action. 


STRAWBERRY MARKS 


This variety of angioma which affects only 
the superficial blood vessels is composed of im- 
perfectly formed vessels of embryonic type, 
upon which short wave radiations have a 
selective action. So, radiotherapy is the best 
treatment of these nevi vasculosi. Some radio- 
therapeutists use gamma radiumtherapy alone; 
others prefer a combination of beta and gamma 
rays; some use soft x-rays; others give their 
preference to hard x-rays. All these radio- 
therapeutists have reasons for employing their 
respective methods. For many years we 
thought that lightly filtered radiumtherapy was 
the best therapeutic procedure in these cases. 
But now, we prefer to use contact roentgen- 
therapy with small doses, at monthly intervals. 
This method gives as good results as the radium- 
therapy and is much simpler. For us, the 
caustic contact therapy with small doses, con- © 
stitutes a very good treatment of strawberry 
marks. Many cases of strawberry marks were 
treated at the Radium Institute by this method ; 
the results were so encouraging that we do not 
hesitate to recommend it as a method of choice. 
The doses that we use vary from 250r to 400r, 
repeated at intervals of four to eight weeks. 
Usually, after three or four treatments, we 
observe a disappearance of the strawberry 
mark. 


ANGIOMA CAVERNOSUM 


This type of vascular nevus, which is observed 
in infants at birth or shortly afterwards, is 
made up of many small vessels, or is composed 
of a few large sinuses. It may be cutaneous, or 
subcutaneous; mucous or submucous, Roentgen 
radiation gives satisfactory results in the 
angioma cavernosum, but gamma radiumtherapy 
is undoubtedly the best treatment of this 
hemangioma. Its selective action upon the im- 
perfectly formed vessels produces usually in 
infancy or in childhood a complete obliteration 
of these vessels and consequently a complete dis- 
appearance of the angioma cavernosum. Radium 
treatment should be instituted early in life. 
Radium dosage should not provoke erythema or 
desquamation. The intervals between treat- 
ments should never be shorter than two months. 

When it can be employed with facility, we 
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use interstitial radiumtherapy because we think 
that its results surpass those obtained by any 
other method of treatment. The needles or re- 
movable platinum or gold implants must be 
inserted obliquely into the angioma, and through 
the healthy skin beyond the edge of the lesion. 
This method cf treatment is especially used in 
the case of bulky angiomas beneath the skin or 
on the mucous surface, In this type of angioma, 
as in the preceding types, radium dosage should 
also be below the amount which produces a skin 
reaction. Treatments should not be repeated 
while any improvement is occurring or while 
there are reactive changes in the lesion or in 
the surrounding skin, Usually, the intervals 
between treatments are from six to eight weeks. 


When cavernous angioma are rather thin and 
superficial, gamma ray therapy at a distance of 
one to two centimetres, gives good results, but 
we prefer radium implantation for most cavern- 
ous deep angiomas, For the superficial ones 
but of difficult access (nostrils, eyelids, oral 
canals, ete.) and for those of medium size, in- 
volving the superficial integument (cutaneous 
variety), we prefer external radium treatment 
at distance. In this type of angioma we are 
dealing with relatively radiosensitive lesions, 
and gamma rays are more suitable for their 
selective action upon the embryogenic type 
vessels. 


When we speak of interstitial radiumtherapy 
we mean radium needles, but we could mean 
too, platinum or gold implants. Bare seeds 
are condemned and gold seeds do not constitute, 
in our opinion, an adequate treatment of the 
angiomas. In our practice, we use radon in 
thin platinum needles, and we are very satis- 
fied with the results so obtained. The few 
fibrous radioresistant lesions, which. we en- 
countered in adults, were treated by electro- 
coagulation with satisfactory results. 


STELLAR ANGIOMAS 


We think with Andrews, that these small 
telangiectases are best treated by electrolysis. 
We inserted into the lumen of the affected 
vessels, a very fine needle connected with the 
negative pole of the galvanic current. A small 
amount of current (a few m. amp. for 1 or 2 
minutes) must be used to avoid danger of 
scarring. It is recommended to start the treat- 
ment by the destruction of the central vessel 
from which the smaller ones radiate. Quite 
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often during treatment, the lesion becomes 
temporarily invisible, but when it becomes 
visible again, a new treatment is necessary to 
destroy these remnants. Sometimes, three or 
four treatments are required to produce perma- 
nent eradication. 

The results of electrolysis are excellent in 
these spider nevi, while the results of radiation, 
even those of beta rays of radium, are not quite 
satisfactory. 


LYMPHANGIOMAS 


Formed of dilated and. cystic lymphatic 
vessels, they are little or not at all radiosensi- 
tive, except when there is a combination of 
blood and lymph vessels (hemolymphangio- 
mas). These nevi can be destroyed by carbon 
dioxide snow, negative electrolysis and dia- 
thermo-coagulation. We give our preference 
to diathermo-coagulation because it is less 
painful, it acts more rapidly and it gives better 
results than other methods. We must know, 
however, that diathermo-coagulation leaves a 
less perfect sclerotic scar than negative 
electrolysis. 

Roentgentherapy should always be associated 
with diathermo-coagulation or electrolysis, be- 
cause they always stop the evolution of the 
lymphangiomas and very often make them 
regress (hemolymphangiomas), For thin lymph- 
angiomas, we use superficial roentgentherapy 
(140 Kv.; 5 to 10 Al); for thick lymphangi- 
omas, we use deep x-ray therapy (200 Kv.; 
0.5 mm. Cu. and 3 Al). Our technique is the 
following: 250 r units, once a week, up to a 
total dose of 1,000 to 1,500 r units. 


SUMMARY 


There are many types of angiomas, Each 
type does require its individual treatment. 

Port-wine stains are improved by electro- 
desiccation; ultraviolet; and particularly, 
carbon dioxide snow. 

Strawberry marks respond better to semi- 
soft x-rays, or to a mixture of hard beta and 
gamma rays; or specially to contact-therapy. 

Cavernous angiomas react better to hard 
x-rays, or to gamma rays given at distance, or, . 
preferably, to interstitial radiumtherapy. 

Stellar angiomas are best treated by electro- 
lysis. 

Lymphangiomas require the association of 
diathermo-coagulation and roentgentherapy as 
treatment of choice. 
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However, before starting the treatment of an 
angioma, it is necessary to know the type you 
have to deal with, because the method of treat- 
ment varies accordingly. 


4120 Ontario East. 


MINOR AILMENTS* 
Charles Hunter, M.D. 
Winnipeg, Man. 


HE ‘‘minor ailments’’ I briefly describe to- 
day have interested me for many years. 


FUNCTIONAL SHORTNESS OF BREATH 


Functional shortness of breath—Typically, a 
young woman comes complaining of breathless- 
ness, often with an accompanying sense of con- 
striction in the chest and awareness of her 
heart beat, about which she is apprehensive. 
Without obvious cause, usually while sitting 
quietly, she suddenly cannot get a satisfactory 
breath—a number of deep, sighing breaths, 
which obviously expand the chest well, are taken 
without relief, the patient remarking ‘‘I want 
more air’’, or, ‘‘The air does not get all the way 
down’’. Such periods of breathlessness last only 
a few minutes, ending at last when she obtains, 
temporarily, a satisfying breath, but they may 
recur on and off during the day for weeks at 
a time. 

The patient, however, is not short of breath 
on exertion; she can do anything within reason 
without distress and rarely has attacks of 
breathlessness when occupied and interested in 
her work. Almost invariably she is tired and 
obviously apprehensive of heart trouble. Physi- 
cal examination shows no disease of the heart or 
lungs. An x-ray of the chest or cardiogram, 
only taken exceptionally, and then mainly to re- 
assure the patient, is normal. In this mild form, 
which is not confined to young women, simple 
and confident reassurance as to the harmless 
nature of the trouble may relieve the patient 
but often the physician must listen patiently to 
a story of the many factors, physical and emo- 
tional, which have undermined her morale and 
have made her a prey to unreasoning fears. 

Hyperventilation tetany.—Should deep, sigh- 
ing breathing be prolonged or should it be re- 
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placed by rapid, deep and forceful breathing, 
new symptoms may develop. The patient be- 
comes rather light-headed and fearful. Tingling 
and numbness appear in the fingers, sometimes 
in the lips and tongue and even in the toes; the 
fingers become stiff and powerless with gradual 
development of the accoucheur hand, while the 
feet overextend at the ankle with tightening of 
the toes. These mild symptoms of tetany are 
not infrequently met with and their significance 
often overlooked. 


More serious attacks oceurred in 8 of my pa- 
tients—women from 24 to 43 years of age. The 
breathing became extremely rapid, deep and 
sobbing, general stiffness set in, speech was 
difficult, clonic convulsive movements occurred 
and even consciousness was clouded. These 
spells might last for an hour or longer, leaving 
the patient completely exhausted, with Trous- 
seau’s and Chvostek’s signs present for some 
time afterwards. They were indistinguishable 
clinically from 10 eases of chronic parathyroid 
tetany in my private practice, 3 arising spon- 
taneously and 7 after thyroidectomy. These 
latter, in an actual attack, exhibited lowered 
blood calcium and heightened plasma phosphate 
in sharp contrast to the normal figures found in 
hyperventilation tetany. For in the latter, the 
prolonged breathing drives more CO, from the 
system, producing a state of alkalosis which is 
responsible for tetany. 

Analyzing my 8 women with hyperventilation 
tetany—there was a background of domestic 
unhappiness, family illness or overwork; the 
actual onset of tetany was precipitated (1) by 
severe rectal pain, (2) by prolonged distress 
from pelvie prolapse, (3) by painful menstrual 
periods, (4) by painful dressings after a mastoid 
operation; no physical exciting cause being 
elicited in the 4 remaining cases. 

Treatment.—A correct diagnosis is the first 
essential, the recognition of tetany first of all 
and then of the actual type. Obviously, one 
must gain the patient’s confidence and get her 
to understand what is happening—no easy task 
in a nervously built or hysterical subject. Yet, 
conscious control of the breathing at the begin- 
ning of the attack, deliberate avoidance of deep 
or rapid respirations, holding the breath for a 
little or even breathing into a closed paper bag 
thrown tightly around the neck, all prevent or 
break up a threatening seizure. The physical 
ills of my 8 eases were readily relieved by the 
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surgeon and gynecologist ; the patients’ morale 
improved ; tactful handling of delicate domestic 
problems was necessary, yet after a time, 6 of 
my 8 severe cases have remained free from 
seizures for some years—in one case for 16 and 
in another for 7 years. 


MERALGIA PARASTHETICA 


Meralgia paresthetica—neuritis of the lateral 
femoral cutaneous nerve.—This nerve, coming 
from the second and third lumbar nerves, 
emerges close to the anterior superior spine after 
a sinuous course through the fascia in which it 
lies in a tubular sheath for some distance. It is 
purely a sensory nerve, supplying the skin over 
the front and lateral aspect of the thigh, not 
extending to the knee. 

I have notes of 11 patients, 8 men and 3 
women, with ages between 36 and 66, who came 
directly because of uncomfortable feelings con- 
fined to this nerve distribution—6 were over 
200 lb.; many others mentioned similar trouble, 
while giving an account of more serious un- 
related ailments. The discomfort was always 
recognized as superficial and is variously de- 
scribed as a numbness and tingling, a drawing 
pain ‘‘like electric needles’’, as a hot, burning 
sensation as if a ‘‘lighted match’? or ‘‘hot 
steam’’ were applied to the skin. It was felt 
mainly on walking or, to a less extent, on stand- 
ing and in only one ease, on sitting or lying 
down. In 2 eases, it was bilateral. It might 
recur in spells for weeks at a time over some 
years and was usually more an inconvenience 
than a disability. 

A medical man of 53 years had the condition 
unilaterally for 4 years and bilaterally for 2 
years; the burning had been getting worse and 
now developed if he walked five blocks or even 
stood still for a little; he was afraid of the onset 
of paralysis. Another man began to suffer im- 
mediately after severe bruising of the hip, while 
drainage of a superficial abscess about the renal 
region on the same side preceded the onset in 
another. No ease was noted as due to special 
pressure from corset or belt or from marked 
flat feet, as has been suggested. Sensation over 
the affected area was not natural; touch, prick 
and temperature sense were disturbed in vary- 
ing degree and the skin involved was oceasion- 
ally smooth and even slightly atrophic. Though 
the condition had been present for months or 
years, no evidence of other organic nervous dis- 
ease was present. 


x 


There is a tendency for the condition to clear 
up spontaneously after a year or two, as I noted 
in at least 3 cases. Reduction of 20 lb. in weight 
may have been a factor in one ease, though I 
ean offer no explanation for the preponderance 
of stout people in this disease. 


In treatment, the main point is to recognize 
the condition as a purely local one and so to 
confidently reassure the patient as to its innocent 
nature. One man, a pipefitter of 49, weighing 
220 lb. and 5’ 1114” in height, had suffered for 
2 years; ultimately, at work, he often felt ‘‘as 
if a hot poker were being pushed into his thigh’’. 
As he did not improve by substituting braces 
for his supporting belt, together with a course 
of B complex, Dr. Peikoff removed 2 inches of 
the nerve, with a dramatic cure which has now 
lasted 3 years. The operation is slight, free 
from risk and might, with advantage, be re- 
sorted to more frequently in obstinate cases. 


OVERWEIGHT 


Overweight—a forgotten disability We phy- 
sicians have a very bad record in dealing with 
overweight in our patients. We do not take 
the condition seriously. We shut our eyes to 
the long range dangers involved and so do not 
arouse and stiffen the patient’s fight against 
obesity. In these days of preventive medicine, 
we neglect to warn younger members of stout 
or diabetic families; through our indifference, 
too often even pronounced eases turn to the 
quack, the beauty specialist or the dietary crank 
for advice on this subject. Yet the evils of over- 
weight are well known and undisputed. The 
mortality figures of every insurance company 
emphasize the shortening of human life in- 
volved and might profitably be studied by the 
sceptical physician and patient alike. Insurance 
companies, in their own interest, might well 
bombard the medical profession with these 
statistics, 


Quite as important is the loss of efficiency 
and the increased liability to many diseases, in- 
eurred through overweight. Degenerative dis- 
eases of the cardiovascular system are more com- 
mon in the obese and entail greater incon- 
venience and suffering; about 70% of diabeties 
are overweight; gall stones are more frequently 
encountered, with attending infection of the 
biliary and pancreatie ducts; hernia and diver- 
tieulitis, bronchitis and emphysema are at once 
more common, and more difficult to treat suceess- 
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fully, in stout subjects. Pneumonia and other 
infections are more dangerous and the mortality 
rate in surgery rises, so that in chronic cases, 
the surgeon may rightly demand that a con- 
siderable reduction in weight precede operative 
interference. 

So often the patient comes with some chronic 
disease, ¢.g., rheumatic valvular disease, osteo- 
arthritis of the knee or glycosuria; we are not 
‘foverweight conscious’’ and fail to realize that 
a judicious loss of weight may banish or greatly 
modify the symptoms complained of. As such 
treatment involves continued and unpleasant 
sacrifice on the patient’s part, little success can 
be anticipated unless the medical man himself 
is firmly convinced the advice is well worthwhile. 
A frank statement of the dangers of obesity and 
even of relative overweight, is in order. The 
vanity of women—and of many men—regarding 
their personal appearance, may be judiciously 
played up to. 

I do not propose here to detail reduction 
methods but would urge a carefully prepared 
written plan, suited to the individual case, the 
patient weighing and reporting regularly at the 
office. Of course, the patient’s habits, especially 
in regard to exercise and liquor, require con- 
sideration. Sometimes a deeper analysis may 
reveal unsuspected psychological factors influ- 
encing the onset and progress of obesity. In 
the case of men, the mistress of the house should 
be seen and her co-operation secured ; difficulties 
in diet, apparent to her, must be discussed 
frankly, with possible modifications to suit the 
individual patient. 


Be ‘‘overweight’”’ conscious! 


UNILATERAL CRAMP OF CALF MUSCLES 


Many years ago, on waking in the morning 
and lazily stretching myself in sleepy satisfac- 
tion, I was frequently seized with a violent 
cramp of the calf muscles of one leg, which 
might last 30 to 60 seconds. In the attack, which 
was very painful, the foot was powerfully hyper- 
extended, the calf muscles contracted so strongly 
as on palpation to feel like a block of wood, 
with a deep ridge at the junction of the muscu- 
lar and tendinous portions. Medical literature 
consulted did not mention the trifling incon- 
venience beyond the German suggestion of a 
special night shoe. I gradually realized that by 
refraining for a minute or two from stretching 
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the feet immediately on waking, no cramp would | 
develop later, even on strongly hyperextending 
the ankle. So, for some weeks, just on dropping 
off to sleep, I suggested to myself that I must 
resist the inclination to stretch in the half- 
conscious waking state in the morning. Gradu- 
ally controlled in this way, the tendency to 
eramp left me after some months and has not 
returned. 


Since then, I have seen many similar cases, 
usually on waking; in two »r three, the same 
cramp developed while they put on overshoes; a 
fisherman had trouble with his wading boots and 
three suffered during coitus, one of the latter 
regarding the spasm as a punishment for ir- 
regular indulgence. The cramp can be cut short 
by grasping the foot and forcibly pulling it 
forward or by pressing the fore-part of the foot 
very strongly against the end of the bed; one 
or two patients jumped out of bed, bringing the 
feet flat on the floor with their weight, thus 
ending the spasm. One patient could bring on 
a spasm at will in the office by suddenly dorsi- 
extending the foot. The tendency clears up 
spontaneously after a varying period of weeks 
or months, disappearing as mysteriously as it 
came; I never discovered any special underlying 
cause. 


FEAR-INDUCED SYMPTOMS 


Fear-induced symptoms, illustrated by an un- 
usual example.—We all recognize how some little 
peculiarity or abnormality in bodily structure 
may cause alarm and how physicians have been 
responsible for exciting symptoms by discover- 
ing innocent systolic heart murmurs in their 
patients. | 


Similarly, unimportant peculiarities on the 
mental side lead to misunderstanding, as I will 
now illustrate. The average individual when he 
thinks of a number has no visual image of that 
number in front of him but some children and 
adults do visualize what may be ealled ‘‘number 
forms’’. In such an individual, when thinking 
of the number 6, for instance, the figure 6 
springs into his visual field, always in the same 
relative position, possibly to the right and higher 
up than the eye and far away or obviously near- 
at hand. Other numbers will similarly appear 
and may range themselves in complex but un- 
varying pattern. I reproduce here a highly de- 
veloped number pattern which one patient 
kindly drew for me: 
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1 
Level of eye © 


One is close at hand—from 1 to 5 runs slightly back 
and to left (still within reach); 5 to 9 runs up to right 
and slightly backwards; 9 to 12 in same plane; 12 to 
20 comes forward so that 20 is in front of the plane 
of 1 (but lower)—the plane of 1 goes through 19; 20 
to 30 turns backwards and slightly to right; 30 to 40: 
$2 is more marked than any other in the line 30 to 40; 
30 to 40 bends backwards and to the right; 40 to 50 
up and to right and slightly backwards; 50 to 60 up 
and to right; 60 to 100 practically in a straight line; 
101 drops to the position of 1, 120 to the position of 
20 and so on. The flat surface naturally does not show 
the perspective; these numbers are not only in constant 
relation to each other in the perpendicular but are at 
a variable though constant distance from the subject’s 
eye. There are many variations of these number forms 
from the complex, clear-cut pattern I have described to 
mere indications of 2 or 3 numbers appearing rather 
vaguely though always in approximately the same posi- 
tion in the visual field. 

Now it happened that, called on suddenly to 
entertain the Mess at Taplow Hospital in 1918 
while ballot papers were being counted, I gave 
a short talk on number forms. One of the medi- 
eal officers immediately rose and drew on the 
blackboard his own complex figure pattern. 
That evening, the sergeant of the mess, who had 
been present at noon, came up and thanked me 
warmly for my talk. I found that his young 
wife visualized figures in complex pattern form 
and happened, incidentally, to speak of it to her 
husband, taking it for granted that he would 
understand what she meant. The sergeant, how- 
ever, became greatly alarmed, thinking these 
curious visual experiences were very abnormal 
and must mean the first indication of serious 
mental disease. He told her she only imagined 
these figure pictures and that she must not talk 
of them to others. I find that the idea of begin- 
ning insanity has been suggested by others in 


this connection. 


Pruritus ANI 


Pruritus ani.—Pruritus ani is a common com- 
plaint at every age and in both sexes. The itch- 
ing is immediately around the rectum but does 


not pass into the bowel and may give rise to 
considerable irritation of the skin; it is most 
troublesome on going to bed though in marked 
eases it is present also during the day. Thread- 
worms may be an exciting cause in children; 
allergy may exceptionally have to be considered ; 
very occasionally there is a little moisture from 
the rectum but in most cases the condition is 
purely a local one. with no apparent cause. 
Rectal examination, which should never be 
omitted, shows nothing beyond possibly some 
hemorrhoid tags and the urine contains no 
sugar. 

Up to 25 years ago I had tried many local 
applications without satisfactory results. Then, 
at noon one day, after washing my face, I had 
to dry it with toilet paper in the absence of the 
usual towel... In the office that afternoon my 
face was quite irritable and itchy; a patient 
appeared with pruritus ani. Since then I have 
had very little trouble in relieving and, usually, 
in curing this disease. 

I advise the patient to wash the parts with 
hot water, using very little soap, to dry through 
the towel rather than by rubbing, and to rub 
in a little calmitol or resinol ointment over the 
itching area. This is done every night. A tube 
of calmitol ointment is left by the bedside at 
first in case of any irritation during the night 
and it may, exceptionally, have to be applied 
during the day. The relief obtained is quite 
remarkable ; usually only the single application 
at night is necessary provided kleenex or a 
similar soft tissue paper be used after the 
bowels move. 

From my own experience, I am satisfied that 
the use of ordinary sanitary paper is a large 
factor in the production and continuance of 
pruritus ani; in long-standing eases, a little 
soothing ointment may have to be applied every 
night for weeks and slight recurrences are not 
infrequent. 


RESUME 


Revue de quelques petits ennuis avee suggestions 
thérapeutiques. La tétanie die & l’hyperpnée est 
assez fréquente et peut se corriger lorsque l’on en 
recherche les facteurs étiologiques. La méralgie 
paresthésique est d’un diagnostic facile et disparait & 
la suite de la section du nerf fémorocutané. L’obésité 
est un état désagréable et fauteur d’ennuis qui peuvent 
devenir sérieux, sa thérapeutique est d’application 
difficile mais donne de bons résultats. Beaucoup de 
crampes musculaires peuvent s’éviter quand on con- 
nait bien leur mode de production. Les symptémes 
issus de la peur sont fréquents; il ne faut pas qu’ils 
s’éternisent. Le prurit anal disparait aisément a la 
suite de simples pratiques hygiéniques appropriées. 

JEAN SAUCIER 
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NUPERCAINE SPINAL ANZSTHESIA 
IN OBSTETRICS* 


(Report of 100 cases.) 
Jean T. Hugill, M.D. and Clark Gillespie, M.D. 
Montreal, Que, 


PINAL anesthesia in obstetrics was first 

‘used by Corning’ in New York in 1885. 
Malartie and Doléris? reported a series of five 
cases in 1900, followed by sixty-two additional 
cases the next year, in which 1 to 2% cocaine 
was used. Lantuéjoul,? in 1924, reported his 
results using stovaine and novocaine. In 1928, 
Pitkin® used weighted anesthetie solution to 
give a saddle type of anesthesia for delivery, 
in which he reported excellent results. Cooke‘ 
used this method—that is, saddle anzsthesia— 
as early as 1918, with novocaine. He pointed 
out the effect of the spinal on the uterus, cervix 
and perineum. 

In 1937, a series of 2,789 cases was reported 
at the Margaret Hague Maternity Hospital® 
using novoecaine for the operative vaginal 
deliveries. Heavy nupereaine was used by 
Burton® in England in 1948 for confinements 
complicated by cardiac failure. Later, Resnick’ 
reported its use in a large number of operative 
vaginal deliveries and pointed out many ad- 
vantages of this method. On this continent, 
Parmley and Adriani’? further demonstrated 
its application in obstetrics. More recently, in 
this country, Weaver, Adamson and Johnson® 
reported the successful obstetrical use of spinal 
anesthesia in 1,547 instances at the Hamilton 
General Hospital. 

It is the purpose of this paper to describe the 
technique of administration of a relatively new 
spinal agent—heavy nupercaine; to discuss 
complications of its administration in 100 cases 
and to compare results with similar findings in 
100 deliveries where nitrous oxide, oxygen and 
ether combination was given. This general 
anesthetic was chosen because it was the com- 
monest in use in this hospital for vaginal 
deliveries until this year. 


TECHNIQUE 


Although we have previously used pontocaine 
and novoeaine, we have found the use of nuper- 
caine preferable to these anesthetic agents be- 
cause it has a longer action and thus a greater 


* From the Departments of Anesthesia and Obstetrics, 
Montreal General Hospital, Montreal, Que. 
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margin of time before delivery. Sedation dur- 
ing the early stage of labour varied with indi- 
vidual requirements. The drugs used were 
minimal doses of heroin, demerol or one of the 
barbiturates. 

Most of. the spinal anesthetics were admin- 
istered while the patient was in bed and not 
on the delivery table. With the patient lying 
in the right lateral decubitus position, the 
spinal puncture was made in the third or fourth 
lumbar interspace, using a 20-gauge malleable 
needle. One and one-half to two eubie centi- 
metres of 1/200 nupereaine solution with 6% 
glucose were injected, without barbotage. The 
patient was then immediately turned on her 
back and the head of the bed was elevated to 
somewhere between 50 and 60°. Trendelenberg 
position was never used. Two or three minutes 
after the injection, the level of anesthesia was 
tested and the patient asked if she felt any pain 
with uterine contractions. Occasionally, when 
the level of anesthesia was below D 11 and 
the patient still complained of pain, the head 
of the bed was lowered to the horizontal for 
about one minute, then raised again to 60°. 
By this method the level of anesthesia was 
kept between D 11 and D 9. The patient was 
not allowed to push nor was anyone permitted 
to move her until at least one-half hour after 
the injection. In every instance the head and 
shoulders were kept raised until after the 
delivery. 

All the anesthetics were given by a member 
of the anesthetic staff of the hospital. 


COMMENT 


Usually the patient felt immediate relief from 
pain although in a few eases the anesthesia 
took ten minutes to reach the maximum effect. 
It is interesting to note that some patients felt 
pain over a point on the thigh or buttock with 
each contraction; a few, if not turned on their 
back quickly enough after the administration, 
felt slight pain on the side which was upper- 
most when the spinal was given. The interval 
from the administration of the spinal to the 
delivery of the baby varied from fifteen minutes 
to ten hours, with an average of two and one- 
quarter hours. Many eases went three and four 
hours without pain before delivery. Two pa- 
tients who were anesthetized eight and ten 
hours respectively before delivery, started to 
feel some upper abdominal pain with econtraec- 
tions after six or seven hours, but sufficient 
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perineal anesthesia persisted to enable the re- 
pair of the episiotomy without any supplement. 
They were given gas for the delivery only. A 
number of the patients were elderly primi- 
gravida, where the labour was prolonged and 
the pains severe. The spinal was given 
specifically to relieve the pain and thus de- 
crease the amount of sedation or the necessity 
for giving nitrous oxide with the contractions 
for a long period. If the anesthetic did begin 
to wear off—thus requiring a short supplement 
for delivery—it was not considered any dis- 
advantage to the method. Nineteen patients 
required supplemental anesthesia with cyclo- 
propane or nitrous oxide during traction of the 
forceps for operative delivery. 


In one case, which we consider a failure, 
spinal anesthesia gave only slight relief for a 
short time. This patient was very nervous and 
uneo-operative. At delivery, and for the repair 
one and three-quarter. hours after the spinal, 
she required nitrous oxide, oxygen, ether and 
cyclopropane anesthesia. The position of the 
baby was a frank breech and the baby required 
resuscitation for five minutes. 


It has been considered of some disadvantage 
to have a mother awake during the actual de- 
livery, in the event that her child might be 
abnormal. This happened in one instance in 
our series, the baby being a spina bifida and 
hydrocephalic. Before the patient realized 
what had occurred she was put to sleep with 
cyclopropane so that she would not see the baby 
until she had been properly prepared. 


Pain which was felt with forceps traction 
and uterine manipulation seemed to be similar 
to that felt with traction and manipulation of 
the mesentery in any abdominal operation. 
However, many described it only as a queer 
sensation which frightened them if they were 
not reassured and told what to expect. Oxygen 
by mask was given before delivery for a varied 
length of time wherever we felt there was apt 
to be fetal embarrassment. It was also often 
noticed that oxygen increased the tone of the 
uterine contractions. 

There were no patients who had clinical evi- 
dence of marked blood pressure fall, severe 
nausea or vomiting. However, if nausea oc- 
curred with contractions before the spinal, the 
reflex was not broken by the anesthetic. A few 
patients were given 50 mgm. of ephedrine sub- 
eutaneously but this did not relieve the reflex 
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nausea. With general anesthesia all cases 
vomited immediately postoperatively and in 
four cases vomiting continued to the point 
where intravenous therapy was necessary. 
There were no maternal deaths in either series 
and no fetal deaths that could be attributed to 
anesthesia. 


TABLE I. 
Spinal General 
0 % 
Slight headache (under 2 days) ...... 11 13 
Severe headache (3 to 6 days) ........ 5 1 
Catheterization (1 to 2 times) ........ 70 45 
Retention over 24 hours .............. 8 11 
Retention over 3 days .......cesecceees 1 6 


The above table shows the number of head- 
aches and ecatheterizations in both series. None 
of the more severe headaches in the spinal 
group persisted more than five or six days. 
While they caused a certain amount of dis- 
comfort, the patients later stated that they 
preferred the spinal anesthetic, in spite of 
their headache, because of the marked relief 
they had from the severe pains of labour. The 
percentage of headaches is about the same as 
reported by Cosgrove, Hall and Gleeson® in 
1937 and by Resnick’ in 1945, 

Catheterizations are more frequent after 
spinal anesthesia. However, no eases of 
cystitis or pyelitis developed as a result; 
furthermore, bladder control seemed to be re- 
gained earlier after the spinal anesthetics. 
This may possibly indicate less damage to the 
urethra with the better perineal relaxation. 
Five patients were given the spinal because of 
moderate to severe upper respiratory infections 
where we felt that inhalation anesthesia was 
contraindicated. There were one severe, and 
two moderately severe, cases of tracheo-bron- 
chitis after the general anesthetics, in patients 
who claimed to have had no previous upper 
respiratory infections. No immediate or de- 
layed nerve damage, muscle weakness nor 
change in sphincter control occurred in those 
receiving the spinal anesthesia. 


Contraindications to the use of the obstetri- 
eal spinal technique are the same as in any 
other type of surgical procedure. No patient 
was given a spinal who did not want one, nor 
was it used in cases which came into the hos- 
pital ready for delivery. 


OBSTETRICAL OBSERVATIONS 


Since nupereaine in the amount given allows 
four to five hours of abdominal anesthesia, and 
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longer periods of perineal anesthesia, the 
obstetrician’s main task in securing ideal 
results becomes the accurate prediction of the 
time of delivery. Generally speaking, active 
labour with cervical dilatation of 8 to 9 cm. 
in the primigravida, and 6 em. in the multi- 
para, was used as the indication for administra- 
tion of the anesthetic. Clinically, little dif- 
ference in the usual duration of labour was 
noted. Some were apparently lengthened, 
others seemed shortened. Voluntary bearing 
down was possible and effectual in most cases 
but never quite the violent effort it was in the 
unanesthetized. It has been well established 
that the uterine contractions are uninhibited 
if the level of anewsthesia does not advance 
above the umbilicus.’° 


Two-thirds of the cases in both series were 
primigravida while the remainder were multi- 
para. Presentation and position in each series 
are given in Table II. 


TABLE II. 
Anterior Posterior Breech 

Gas, oxygen and ether 

ansesthesin = ......0000% 86 11 3 
Babies requiring resuscitation 18 5 3 
Spinal anesthesia with 

MMPOUORERG 6 ccccsssecws 68 23 v 
Babies requiring resuscitation 1 3 1 


It is interesting to note that there are twice 
as many posterior positions in the spinal group. 
Although the number of cases is too small to 
have any real significance, one might speculate 
that flaccidity of the perineal floor from spinal 
anesthesia destroys nature’s normal mechan- 
ism for rotation of the head. More breeches 
appear in the spinal group. They were selected 
for this method because breech labours are 
often longer and the deliveries more difficult 
- with a greater risk to the child. 


There were 13 spontaneous births with the 
spinal agent as opposed to 23 with the other. 
However, the increased operative incidence has 
not seemed to affect the infant or puerperium 
appreciably. Outlet forceps are used in this 
hospital in a large majority of cases, particu- 
larly primiparas. 


Blood loss in each case was estimated and 
although the actual figures are perhaps inac- 
curate, they are relatively of value as they were 
judged in each case by the same individual. 
It is postulated that a blood loss of over 500 
e.c. (estimated) constituted a hemorrhage. 
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The duration of the third stage was roughly 
equivalent but there were 19 incidences of post- 
partum hemorrhage from the inhalation series 
and 7 from the other. Delayed post-partum 
hemorrhage occurred twice in each series. The 
same oxytocie drugs, pituitrin and ergot, were 
given in the same doses, by the same route, in 
all eases and the technique of the third stage 
of labour was uniform. 

The spinal child was almost invariably born 
moving vigorously, with excellent colour and 
lusty ery. -Only five required any resuscitative 
measures whatever and these only for a short 
period. One was a difficult frank breech fol- 
lowing a 48-hour labour and still three others 
were posterior arrests after hard labours. With 
the inhalation anethesia 26% of the babies re- 
quired resuscitation and oxygen, one requiring 
ecoramine. Lund? in 1,982 deliveries, using dif- 
ferent anesthetics, reports that in the cases 
receiving nitrous oxide the babies in 10% of 
the spontaneous deliveries and 20% of the 
operative deliveries required resuscitation. 
There were no fetal deaths in the spinal cases 
and three in the other, consisting of two 
monsters and one dead-born breech, the cause 
of death in the latter being unknown. 

A number of these patients were given their 
anesthetic just prior to delivery, when fully 
dilated or when the caput showed. A small 
amount of nupereaine would have sufficed for 
the delivery but they were usually given as 
much as the others. Thus, when they returned 
to their rooms physically tired from their 
labour, they had many hours of abdominal and 
perineal anesthesia during which they could 
sleep restfully with little or no sedation. The 
picture is far removed from that of patients 
returning to their rooms after general anes- 
thesia—tired, nauseated, vomiting, and in con- 
siderable pain. Often, even with much seda- 
tion, these women lie awake for hours. 

We have given this anesthetic to one or two 
women who have been in long, exhausting 
labour and whose strength has been running 
out, even though we felt that progress did not 
indicate delivery to be imminent in the next 
four or five hours. In this way labour con- 
tinued, usually improved, and the women were 
relaxed and rested for a few precious hours. 
By the time abdominal sensation returned they 
were usually ready for delivery. 
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COMMENT 


The place of spinal anesthesia in obstetrics 
has been made secure by the conscientious 
evaluations and excellent results of workers in 
the past. The advantages are overwhelming. 
This paper has assumed that much and is 
written to review and compare the results ob- 
tained with a relatively new agent as against 
those from an equal series using an older in- 
halation anesthetic. The apparent findings in 
this small series of cases would seem to indi- 
eate that heavy nupercaine is an excellent 
obstetrical spinal agent and as other investiga- 
tors have found, spinal anesthesia is to be 
preferred over general anesthesia. Maternal 
blood loss and the necessity for fetal resuscita- 
tion are markedly decreased. These two 
factors are of prime obstetrical importance. 
The relief of pain to the mother is obviously 
greater in extent both during and after labour. 
The few spinal headaches are the only un- 
pleasant post-partum complication with which 
we have so far been confronted. They are, 
however, only a minor complication. 


Nitrous oxide, oxygen, and ether anesthesia 
is not condemned. In the hands of those in- 
experienced in the technique of its administra- 
tion, spinal is dangerous and unpredictable. 
The obstetrician who does not have the aid of 
an experienced anesthetist will continue to 
employ inhalation anesthesia with excellent 
results. However, nupercaine spinal carries the 
considerable advantage of being an anesthetic 
for labour and not for delivery alone. We have 
illustrated its remarkable ability to relieve 
pain from the latter part of the first stage of 
labour through the early recuperative period 
of puerperium. This safe and long-lasting 
action alone renders it the anesthetic of choice 
when not contraindicated. In those hospitals 
possessing a trained anesthetist we shall expect 
to find spinal anesthesia used in an ever- 
increasing number of labours. 


SUMMARY 


1. The technique of administration of heavy 
nupereaine to confinement eases is given. 

2. Complications of the anesthetic are stated 
and discussed, as well as other interesting find- 
ings and variations in the results from one 
hundred cases. 


3. The obstetrical observations are recorded 
in the same 100 cases and commented upon. . 


4. Throughout the paper all findings are 
compared with an equal series using gas 
oxygen, and ether as the anesthetic. 
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FUNCTIONAL UTERINE BLEEDING* 
J. L. MacArthur, M.D. 
Montreal, Que. 


UNCTIONAL uterine bleeding implies exces- 
sive bloody discharge from a uterus which 
is palpably normal, and for which no anatomic 
pelvic defect can be found. It may occur at 
any age, but is most commonly encountered 
during the period-of marked endocrine control 
—from puberty to the menopause. Bleeding 
in childhood is always due to local lesions 
which ean be detected by careful pelvic exam- 
ination. They include trauma, foreign bodies, 
and rare tumours of the adrenal or the ovary. 
They are not included in the present discussion. 
Bleeding from the normal-feeling pelvis in 
the woman past puberty may be due to impair- 
ment of her general health; endocrine im- 
balanee; early undetected pregnancy complica- 
tions; blood dyserasias; or early intra-uterine 
tumours. Intra-uterine tumours include malig- 
naney of the uterus, and various types of 
benign polyps. Carcinoma of the uterus is 
readily diagnosed by means of curettage, and 
methods of treatment are well established. No 
further mention regarding this cause of uterine 
bleeding is necessary. 


Small intra-uterine tumours inelude polyps, 
submucous fibroids, and so-called irregular 
shedding of the endometrium. The uterus in 
these conditions may be palpably normal and 
so they are included under the term ‘‘fune- 
tional bleeding’’. In each type, diagnosis rests 
upon eurettage of the uterus. The diagnosis 


* Address before the Newfoundland Medical Society, 
June, 1947. 
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of submucous fibroid is usually readily made 
during this procedure by the bumpy feeling 
imparted to the curette. Polyps are removed 
by ovum foreeps which should always be used 
preceding the actual curettage. 

Irregular shedding of the endometrium has 
only recently been described in detail. It is 
quite likely a very common cause of uterine 
bleeding. The etiology of this condition is not 
yet clear. The most plausible explanation is 
that it is caused by a disturbance of endocrine 
control. Studies of endocrine secretions which 
were made upon women suffering from this 
condition showed a persistence of pregnandial 
(the by product of progesterone) throughout 
the period of bleeding. This phenomenon is 
not found in any other type of uterine bleeding 
and, therefore, can be considered diagnostic. 

The condition may occur at any time during 
active sex life. There is little evidence of it 
being an effect of childbearing, but a consider- 
able number of cases appear to develop follow- 
ing delivery at the time of re-establishment of 
menstruation. All of us are aware of the 
menorrhagia which frequently occurs for one 
or more periods after abortion or childbirth. 
These are probably due to irregular shedding. 


Most of them will disappear without therapy. 
In this way they are different from the irregu- 
lar shedding not related to pregnancy which 


appears very much more difficult to cure. The 
only satisfactory method of diagnosis aside 
from pregnandial secretion during the period is 
an endometrial study during the bleeding 
phase. This tissue shows a characteristic type 
with retention of areas of secretory endo- 
metrium, and various degrees of retardation of 
shrinking, shedding, and involutions of glands 
and stroma. 

Blood dyscrasias which can manifest them- 
selves in excessive or prolonged menstruation 
include leukemia, thrombocytopenia and 
others which disturb the mechanism of blood 
coagulation. They are mentioned, not because 
of their frequency, but in order that the value 
of blood-studies may be emphasized. Every 
woman with abnormal menstruation must have 
thorough blood sindies which should include 
bleeding and cloiting times, platelet counts, and 
above all, an examination of a blood smear. 


ENDOCRINE BLEEDING 


There remains for scrutiny the large group 
of patients who bleed profusely, and who are 
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lumped together under the term ‘‘endocrine 
bleeding’’. This term infers an imbalance be- 
tween those glands of internal secretion which 
play some part in the control of menstruation. 
They include the anterior pituitary, the thy- 
roid, and the ovaries. Each of these glands 
may be overactive or may be underactive. in 
relationship to the other two. When one con- 
siders also that the pituitary secretes at least 
two ovary-stimulating hormones (prolan A and 
prolan B), and that the ovaries secrete cstrone 
and progesterone, the amazing number of 
combinations which can theoretically occur be- 
comes evident. How many of these abnormal 
relationships cause menorrhagia is impossible 
to conjecture. Certainly we well know that the 
eurettings obtained from the bleeding uterus 
follow no set pattern. Bleeding which is 
hemorrhagie in degree can come from an endo- 
metrium which is polypoid or hyperplastic, or 
normal or atrophic. Small wonder, that the 
use of endocrine therapy is, therefore, so com- 
pletely empirical and totally unpredictable. 
And perhaps, one should add, so potentially 
dangerous. 

The hormones which are obtainable and 
which are being used in this manner consist of 
thyroid extract, chorionic gonadotropins, cestro- 
gens, progesterone, and male sex hormone or 
testosterone. 


Thyroid extract.—There is a small group of 
women suffering from puberty bleeding and 
whose metabolic rate falls to minus twenty or 
more. These girls respond promptly to thyroid 
medication but relapse if the medication is 
stopped. The same statement appears true in 
older groups, but the percentage is much 
smaller. Its use seems justified in this group 
because some, at least, will eventually become 
pregnant, and may, following confinement, 
settle down to normal menstruation. Thyroid 
medication is cheap, is controllable if properly 
supervised, and is probably the ideal endocrine 
to use if the level of basal metabolism is low. 

Chorionic gonadotropin. — More evidence is 
being compiled that points toward the luteiniz- 
ing action of this substance. In the bleeding 
woman in whom a hyperplasia of the endo- 
metrium is found at curettage, A.P.L. or other 
chorionic gonadotropin may give promising 
results. Hyperplasia is due to ovarian im- 
balanee, with a preponderance of cestrone 
present, and such therapy seems the logical 
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choice. In our hands, at least temporary con- 
trol of excessive menstruation has resulted 
from its use. There are two ways in which it 
can be used. A fairly large dose—about 500 
international units—may be injected daily, at 
the time in the month when ovulation is 
expected to oceur (or beginning 10 days after 
curettage) and continued for 8 days. Or the 
preparation may be given every other day re- 
gardless of cycle for 18 injections. In menor- 
rhagia where hyperplasia is not found at 
curettage, our results have been discouraging. 
The luteinizing effect of this hormone may 
explain the frequency of pregnancies that have 
occurred during its use in treatment of menor- 
rhagia. The hope that conception may occur, 
and also the maintenance of normal function 
temporarily in the mid-menstrual life of some 
women, justify its trial. 


(@strogen.—There is no doubt that menor- 
rhagia in certain women with a normal uterus 
ean be controlled by large doses of cestrone. 
Its possible carcinogenic effect should promote 
caution especially in the later age groups. 

Progestin. — There is no evidence to show 
that progesterone by mouth or injection will 
permanently benefit the patient with functional 
uterine bleeding. Where ovulation has failed 
to oceur, it theoretically should give good 
temporary results. When it is discontinued, the 
symptoms recur, unless cyclic ovulation has 
spontaneously begun. 

Testosterone.—The anti-feminizing power of 
testosterone has been utilized in gynecology to 
relieve excessive flow. The effects obtained are 
however, temporary, and purely palliative. 
Moreover, the dosage required closely approxi- 
mates the threshold dose which produces 
masculinization. Voice changes, hirsutism, and 
enlargements of the clitoris, will eventually re- 
sult if this theory is used. They may be ir- 
reversible if they occur and contraindicate the 
use of this hormone. Small, safe doses do not 
work. 


Review of this subject can only lead one to 
the conclusion that there is probably no such 
thing as a case of simple endocrine bleeding. 
The possible combinations of glandular abnor- 
malities which produce this symptom certainly 
lead one to believe that the use of single hor- 
mones for its correction is very likely to fail. 
The far-reaching effects produced by injection 
of large doses of these substances into a patient 
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who is already abnormal, may more than offset 
the temporary symptomatic relief obtained. 


BLEEDING IN ADOLESCENCE 


More and more we find ourselves relying 
upon simple remedies for the control of 
uterine bleeding. If it occurs at the time of 
puberty, all our efforts are directed at raising 
the health standards of the girl as much as 
possible. Careful studies of the blood to diag- 
nose dyserasias are made and free treatment 
of anemia instituted. Thyroid extract is given 
if there is any evidence to suggest hypothyroid- 
ism. Bed rest during the heavy days of flow, 
and the administration of ergot, are usually 
sufficient for these cases. The great majority 
will, under this regimen, remain under control, 
and after a variable period of time, settle down 
to normal cyele. 

(Estrone and progesterone may be used in 
eyclic fashion because most of these girls are 
bleeding because they have failed to form 
corpora lutea. This combination will often pro- 
vide temporary control, until puberty has been 
passed and eyclie ovulation has set in. If 
pubertal bleeding fails to respond to a careful 
and thorough trial of this regimen, a cautious 
use of testosterone may be deemed advisable. 
It would appear that there is more danger of 
masculinization at this age than in later life. 


BLEEDING AT MATURITY 


In the mature woman, the presence of uterine 
bleeding must always indicate curettage prior 
to any other treatment. Pregnancy must be 
ruled out, and the danger of malignancy can- 
not be overlooked.’ Many of these cases will 
be relieved for long periods by curettage alone, 
and further therapy may be unnecessary. If 
the patient is in her twenties or early thirties, 
endocrine therapy is unsatisfactory. Thyroid 
medication is beneficial only if the basal meta- 
bolic rate is low. It must be continued in- 
definitely. Chorionic gonadotropin is worthy 
of trial, especially if the bleeding endometrium 
shows poor evidence of progestin secretion. 
(Kstrone must be used with great caution at 
any age. We are seeing more and more women 
who are bleeding profusely or spotting at ir- 
regular intervals after taking estrone steadily 
for long periods. Many show an endometrial 
pattern that very closely resembles cancer. In 
our clinic, the incidence of cancer of the uterus 
is increasing each year, and we wonder what 
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part, if any, this hormone plays. The rise in 
uterine cancer is closely parallel to the increas- 
ing popularity of estrone. If used for any con- 
dition, it should not be permitted over long 
periods without interruption and always under 
the personal supervision of the physician. 
Progesterone may help the bleeding here, as 
in the adolescent, if it is due to failure of 
corpus luteum formation. Repeated curettage 
still seems to be the most harmless method of 
treatment in this group. 


The woman past 30 years of age with uterine 
bleeding does not present so difficult a problem 
because preservation of the child-bearing func- 
tion decreases in importance. If, on curettage, 
the endometrium is found to be hyperplastic, 
we use most commonly chorionic gonadotropin, 
and find it beneficial in high percentage of 
eases. We feel that any other hormone except 
thyroid, in selected cases, is contraindicated. 
If the bleeding is not controlled after a 
thorough trial with chorionic gonadotropin, we 
must consider the advisability of hysterectomy 
or irradiation. The question as to how im- 


portant the ovaries are in this age group is 
constantly being debated. Many feel that their 
preservation is necessary to maintain normal 


sex desire but there is much evidence to dis- 
prove their contention. Certainly many a 
young woman has had bilateral odphorectomy 
and continued to feel normal sex urges for 
many years. We have seen cases where the 
entire pelvis was cleaned out during early 
maturity and no signs of menopause occurred 
until 20 years later. Obviously menopausal 
symptoms are not purely ovarian in origin. On 
the other hand, the promiscuous removal or 
destruction of healthy ovaries in this age group 
seems extremely radical. We have come to the 
conclusion that ovarian function should be pre- 
served if possible until the 43rd year. For this 
reason, we do hysterectomy on women who 
bleed in their late thirties and early forties and 
leave their ovaries alone. In women beyond 
forty-three, however, we feel that radium is 
indicated. It is a simple operation, is relatively 
safe, and will permanently stop uterine bleed- 
ing. We do not use small doses recommended 
by some to cut down but not destroy ovarian 
function, for two reasons: (1) if the patient, 
after radiation, becomes pregnant, her progeny 
may be abnormal due to radiation damage; (2) 
we are afraid that minimal radiation may be 
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irritating to the female genital tract and thus 
be carcinogenic. 

Therefore, in the menopausal-bleeding pa- 
tient, radium is given in sufficiently large doses 
to destroy ovarian function completely. 


UTERINE BLEEDING AFTER THE MENOPAUSE 


Uterine bleeding after the menopause must 
be regarded as cancer until proof to the con- 
trary is established. Therefore, treatment must 
only follow curettage. If cancer is not present, 
the bleeding may be due to the promiscuous 
use of estrone to control the menopausal symp- 
toms; or to a simple senile vaginitis. The 
treatment of cestrone bleeding is obvious. That 
due to senile vaginitis usually requires only 
simple douching to control the infection which 
has occurred in the atrophic vagina. 


SUMMARY 


1. Functional uterine bleeding is interpreted 
to mean, for the purpose of this discussion, the 
bleeding from a palpably normal uterus. 

2. It ineludes bleeding induced by minimal 
lesions within the uterus such as submucous 
fibroids, polyps, remnants of incomplete abor- 
tion, and the so-called irregular shedding of 
the endometrium. All of these conditions are 
treated by curettement of the uterus. 

3. It also includes bleeding which is part of 
some general body disturbance, such as anemia, 
debility from many causes, and blood dys- 
erasias. Treatment of the general disease cures 
the menorrhagia. 

4. There remains the large group of patients 
who bleed from a normal uterus because of 
‘fendocrine imbalance’’. Theoretically, there 
are at least five hormones which control 
menstruation, and abnormality of one or more 
may result in bleeding. Mathematically, the 
number of possible variations is prodigious; 
and, as one would expect, attempts to perma- 
nently restore the imbalance to normal by giv- 
ing hormones are disappointing, 

In the adolescent, improvement of general 
health, the correction of anemia, and the use 
of ergot, forms the basis of treatment. Thyroid 
or progesterone in selective cases, and rarely, 
the cautious use of testosterone may be bene- 
ficial. During early maturity, great care to 
preserve childbearing functions must be exer- 
cised. All women must have a uterine currette- 
ment. In many eases, this will suffice. 
Repeated curettage is not necessarily radical. 
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In the others, hormone therapy may be justified. 
(strone will stop bleeding but is perhaps 
dangerous. Progesterone is of temporary 
value in bleeding due to failure of formation 
of the corpus luteum. Chorionic gonadotropin 
in our hands has yielded the best results 
especially where a hyperplastic endometrium 
is found. 

In late maturity, 7.e., late thirties and up to 
the menopause, chorionic gonadotropin is 
favoured in our clinic. And, if it fails, we 
resort more and more to either hysterectomy or 
radium. The use of radium before the forty- 
third year is probably not advisable because it 
destroys ovarian function. When used, the 
dose should be sufficient to destroy this fune- 
tion completely. 


1414 Drummond &t., 
Montreal. 


THE CHALLENGE OF COLITIS 


D. E. Rodger, M.D., M.R.C.P.(Lond.), 
F.R.C.P.[C.] 


Regina, Sask. 


URING the past year six patients with 

chronic ulcerative colitis have come under 
my care. Our lack of knowledge concerning 
the etiology of this condition, and the frequent 
failure of a careful regimen of medical manage- 
ment to affect its course have produced in me 
a profound sense of dissatisfaction. 

Possibly our failure to influence the course 
of chronic ulcerative colitis stands out in 
greater relief today because of so many loudly 
heralded triumphs of modern chemotherapeutic 
agents over other diseases. Certainly, there is 
no evidence that these agents have any influ- 
ence on ulcerative colitis. 

The term colitis means inflammation of the 
colon. In this paper I am referring to the 
group described under various names, such as; 
colitis gravis; chronic suppurative colitis; 
idiopathic ulcerative colitis ; non-specific ulcera- 
tive colitis; or thrombo-ulcerative colitis. The 
pathological changes can be seen by sigmoido- 
scopic examination. 

There is possibly a slight increased incidence 
in the condition since Spriggs in 1934 reported 
five cases of ulcerative colitis per 1,000 hospital 
admissions. 
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CasE 1 


Mrs. R., aged 60. ‘ Since a gradual onset at the age 
of 40 she has continued to have 5 to 10 loose stools a 
day, with some blood and mucus. Sigmoidoscopic exam- 
ination shows widespread ulceration with surrounding 
hyperemic areas of mucosa. Barium enema shows tube- 
like narrowing of the colon with absence of haustral 
markings. She manages light house-work, takes a low 
residue diet and ferrous iron which fails to keep her 
hemoglobin above 10 grams. Occasionally, symptoms 
increase and she is hospitalized. Following a period 
of bed rest and blood transfusions her condition 
improves. Organisms isolated from her stool include, 
hemolytic streptococcus; Strep. viridans and an un- 
identified Gram-positive bacillus. 


CASE 2 


Mrs. K., aged 49. She had a gradual onset in 1942. 
Her clinical picture is very similar to Case 1 except that 
through a thin abdominal wall a hard spleen can be 
readily felt two finger-breadths below the left costal 
margin. 


CASE 3 


Mrs. L., aged 28. The onset was sudden in 1944. After 
several severe bouts with extensive blood loss and treated 
with frequent blood transfusions, sulfonamides, penicillin 
and high vitamin therapy, she has been practically symp- 
tom-free for over a year. Unusually intelligent and ob- 
servant, she has discovered that bouts of diarrhea with 
the passage of blood and mucus follow extra physical 
exertion or emotional strain. Fortunately, her social 
position enables her to avoid physical exertion. She 
has been able to avoid to a remarkable extent emotional 
upsets. For example, when she begins to feel the strain 
from the activities of her four year old child, she packs 
the child off to the care of her mother, and visits her 
sister in a neighbouring town for a few weeks. This 
is followed immediately by a cessation of symptoms. 


CASE 4 


Mrs. C., aged 28. The onset was gradual in June, 
1946. Admitted to hospital in January, 1947, in an 
acute phase, she was having 10 to 15 motions daily, 
consisting of much blood and mucus with little fecal 
element. In this phase, the condition resembles acute 
bacillary dysentery. Cultures revealed the usual non- 
hemolytic streptococcus, coliform bacillus, B. proteus 
group, B. streptococcus, Strep. viridans, and an absence 
of dysenteric organisms. Sulfonamide therapy, retention 
enemata, penicillin and streptomycin have in turn proved 
completely ineffectual in the relief of her symptoms. 
Tincture opii, bismuth salicylate, codeine and barbitu- 
rates were equally ineffectual. The sigmoidoscopic ap- 
pearance was that of acute ulcerative colitis. There 
have been two remissions each lasting a month. She 
has had nine transfusions of 500 c.c. blood and will 
require more. She shows the characteristic lassitude, 
fatigue, mental depression with periods of discourage- 
ment amounting to despondency. The anemia is of the 
hypochromic microcytic type due to chronic blood loss. 
Surgical measures may be required here. 


CASE 5 


Mrs. G., aged 24. The onset was sudden on June 1, 
1947, when she was five months’ pregnant. After one 
month of bed rest, low residue and high vitamin diet, 
the condition cleared both clinically and on sigmoido- 
scopic examination. Because of the danger of relapse, 
she was kept in hospital being allowed up for only an 
hour each day. In this seemingly ideal situation a 
severe relapse occurred August 24. By September 2, 
the hemoglobin had fallen to 8 grams and blood 
transfusion therapy was commenced. She is Rh nega- 
tive; the fetus seemed healthy, was due in November, 
and had evidently been unable to supply her with any 
antiulcerative colitis factors. 
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CASE 6 

Mr. K., aged 23. The onset in this young farmer was 
gradual in June, 1947. On admission to hospital on July 
22, his nutrition and colour were good; he was having 
four to five loose movements daily with a small amount 
of blood admixed. Within two weeks, the motions con- 
sisted mainly of blood with little fecal content. His 
face became sallow, thin, and pinched. Irritability and 
depression became prominent features and a complaint 
on admission that he was not getting enough to eat 
became one of profound anorexia. Culture showed coli- 
form bacilli, 8 Hemolytic Streptococcus; \ Strep. non- 
hemolyticus ; a Gram-positive bacillus and Strep. viridans. 
His hemoglobin fell to 8 grams and transfusion therapy 
has been instituted. At present, his stools are diminish- 
ing in frequency and in blood content, so that both 
patient and physician hope this may be the beginning of 
a remission. 


TREATMENT 


A. Medical.—Mention of the varieties of medi- 
eal treatment of ulcerative colitis has been 
made in the foregoing clinical description, from 
which it is evident the disease may continue 
apparently uninfluenced by all forms of ther- 
apy. Blood transfusion is essential in the 
severe cases. Vitamins, if absorbed, may assist 
in maintaining tissue nutrition. The low 
residue diet with adequate protein and a 
moderate amount of carbohydrate is recom- 


mended. Tube-feeding may be invaluable in . 


maintaining nutrition through critical phases of 
the disease when anorexia is a feature. Iron 


may increase abdominal discomfort and diar- 
rhea. Less tangible, more difficult, but certainly 
important is the need of maintaining and in- 
creasing the patient’s morale with frequent 
cheerful visits, guarded optimism, and Oslerian 
equanimity, 


B. Surgical—tIn reviewing the surgical ap- 
proach to the treatment of ulcerative colitis, 
I was struck by the complete agreement among 
surgeons that surgery should be reserved only 
for the severe cases or those which had failed 
to respond to an adequate trial of medical 
treatment. In other words, the surgeons too 


confess their inability to solve the problem of . 


treatment of ulcerative colitis. But valuable 
assistance to the ulcerative colitis patient may 
be rendered through surgical skill and in- 
genuity. 

1. Indications. Cattell studied 200 cases of 
ulcerative colitis. He found 41% failed to re- 
spond satisfactorily to medical management. 
He believes operative treatment is indicated in 
this 41%. He feels further that, were ileostomy 
performed earlier when the patient’s general 
condition was better, both the survival rate and 
the chance of the colon healing would be better. 


Cave is in agreement with the majority that 
only those that cannot be managed medically 
should be submitted to surgery, with the pos- 
sible exception of certain cases of regional 
ulcerative colitis. 

2. Type of operation. Sauer classifies the 
types of operation usually employed: appendi- 
costomy or cxcostomy for irrigation purposes; 
ileostomy (a) temporary, (b) permanent, (c) 
permanent, with colectomy; ileosigmoidostomy 
(if the sigmoid and rectum are healthy which 
would not be in more than 10%) ; colostomy. 


’ Most authors favour ileostomy to promote rest, 


and healing. Bancroft and others emphasize 
that ileostomy is not helpful in arresting acute 
hemorrhage. 


3. Mortality. Bargen reports a mortality of 
43% in 185 ileostomies, comprising 5.5% of 
their ulcerative colitis patients. 

4. Results. The most promising report comes 
from Cave who has reported on his study of 
101 ileostomies followed by colectomy at the 
Roosevelt Hospital, New York,—80 of these pa- 
tients survived, giving a mortality of just over 
20% ; 50 have been interrogated in a follow-up 
from 1 to 10 years after ileostomy; 95% were 
afebrile, relieved of their diarrhea and gained 
weight. The average weight gain was 45 
pounds. Cave noted a remarkable mental 
adaptability to ileostomy. There were no 
suicides. No standard diet was found particu- 
larly valuable. The best solution was for the 
patients to learn to avoid foods that produced 
irritation ; otherwise, they could take a normal 
diet. 


Problems in management included prolapse 
of the ileum and a rectal discharge. He tells 
a story of one man, a professor at a girls’ uni- 
versity, whose colon was removed after ile- 
ostomy. The professor found when he went 
into the library where there were no toilet 
facilities for men he became very nervous and 
apprehensive, with a severe spasmodic type of 
pain in his lower pelvis and at the anal opening, 
and if he got too far into the library, he would 
immediately have to leave and would have fre- 
quent bloody discharges from the rectum for 
the next six or eight hours—a striking example 
of psychosomatic effect. Cave concludes that 
radical surgical measures are the only means 
of offering hope to these people when they have 
reached the chronic intractable stage and states 
further, ‘‘Of all sick people, I know of no 
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group requiring more encouragement, attention 
and morale support—especially in the first year 
of ileostomy.’’ 


ETIOLOGY 

The cause of ulcerative colitis remains un- 
known. Factors in the etiology may be grouped 
under two headings: 

A. Infection.—There has been a complete 
failure to incriminate any normal or abnormal 
bowel pathogens in the causation of ulcerative 
colitis. 

B. Constitutional factors —(1) Allergy. Opie 
states certain conditions must be fulfilled be- 
fore the allergic origin of a disease can be 
established. The sensitization must be shown 
to precede the production of the disease by its 
exciting agent. This inciting agent must be 
capable of reproducing the disease experiment- 
ally in sensitized animals. The inciting agent 
must be demonstrable in such relation to the 
human disease that its symptomatology and 
lesions are explainable. These conditions have 
not been fulfilled by ulcerative colitis. 

(2) Nutritional deficiency states: these have 
been studied by MeCarrison who was impressed 
with the prevalence of gastro-intestinal dis- 
orders among civilized nations, and its rarity 
among primitive tribes. He thought this might 
be due to dietary differences, particularly vita- 
min deficiency. Many experimental ulcers of 
the stomach and intestines of animals have been 
produced by feeding animals diets deficient in 
vitamins, which suggests that ulceration of 
the gastro-intestinal tract may occur as a result 
of a deficiency of certain food factors. It would 
seem more likely that the deficiency states seen 
in ulcerative colitis are an effect, rather than 
a cause. While most writers advise a high 
vitamin diet for ulcerative colitis, there is little 
evidence that this has either a prophylactic or 
a curative effect. 

(3) Disturbed innervation of the coion. Vaso- 
motor changes in the colon (pallor with vaso- 
constriction) have been produced in the experi- 
mental animal by the application of external 
stimuli such as ‘fright, exercise, excitement. 
In association with shock, Klemperer and his 
workers noted the following changes in the 
intestine; (a) dilatation of capillaries and 
venules; (b) cedema of submucosa and mucosa; 
(c) hemorrhage due to diapedesis; (d) necrosis 
beginning at the tips of the villi with replace- 
ment by a membrane of necrotic cellular debris 


and fibrin; (e) the appearance of leukocytes 
and eventually a typical purulent inflammation ; 
(f) the appearance of thrombi in some eases. 
These changes are attributed to vasospasm and 
illustrate how factors affecting the autonomic 
nervous system can produce pathological 
changes in the colon. The similarity of these to 
the changes associated with ulcerative colitis is 
evident. Further investigation along these 
lines may become excitingly productive. 


(4) Psychogenic factors. In personality studies 
of 40 cases of ulcerative colitis Wittkower 
found 37 of these cases showed psychologic 
abnormalities beyond the normal expectancy. 
Unfortunately, he did not study a control group 
of 40 healthy individuals. Daniels studied the 
psychiatrie aspects of a group of 25 ulcerative 
colitis cases over a ten year period. He found 
them poorly adjusted sexually, sometimes show- 
ing a fixation on some member of the family 
with developing conflicts where a situation like 
marriage threatened dependence. He believed 
there was a fundamental difference in both 
constitution and personality between patients 
with ulcerative colitis and those with an ir- 
ritable or spastic colon syndrome. 


In support of a possible fundamental differ- 
ence in the pathogenesis of these two condi- 
tions, Spriggs failed to observe the development 
of ulcerative colitis in any of a large group of 
patients with mucous colitis, irritable or spastic 
colon. My experience in a smaller group has 
been similar. For example, Mrs. H., a young 
bride with an over-conscientious, perfectionist, 
meticulous personality continued to hold down 
an important business position after her mar- 
riage. The conflict between her desire to be a 
good wife and to continue to manage success- 
fully her parents’ business was evident. Peri- 
odically, and invariably associated with periods 
of inereased emotional tension, she would 
develop explosive, watery diarrhea. Her nutri- 
tion was excellent. There was never any 
associated blood or mucus; sigmoidoscopic 
examination was quite normal. It is my 
experience that this type of patient does not 
develop ulcerative colitis. Her personality is in 
contrast to the outwardly placid farmer’s wife, 
Mrs. C., whose ulcerative colitis has been 
severe, extending and exsanguinating for the 
past six months. 

An interesting observation has been the 
absence of ulcerative colitis in veterans. 
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INCIDENCE OF ULCERATIVE COLITIS IN MEDICAL 
ADMISSIONS—REGINA—MARCH, 1946, TO AUGUST, 1947 


Number of cases 
Number of of ulcerative 
admissions colitis Percentage 
598 0 0 


Private patients .... 388 6 1.5 


The veteran, in his tensions of readjustment 
or in his symptoms of maladjustment, possibly 
has a degree of tonus in- the neurovascular 
mechanism of the colon which produces a 
spastic or irritable colon syndrome but which 
prevents the development of ulcerative colitis. 
It seems to me that further study of the reflex 
pathways between these psychic factors and 
vasoconstriction of the colon is the most promis- 
ing approach to the solution of the problem of 
ulcerative colitis. 


SUMMARY 


Six cases of ulcerative colitis are described 
illustrating our lack of knowledge concerning 
etiology and treatment of the condition. 

The value and limitations of medical and 
surgical treatment is discussed. 

Some theories of causation of the condition 
are outlined and further research into the 
nervous mechanism of the colon is reeommended. 
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Résumé 


Description de six cas de colite ulcéreuse. On ne 
sait rien de précis sur 1’étiologie et le traitement de 
cet état. Le traitement médical, trés variable, s’in- 
spire des principes classiques de la diététique; les 
vitamines sont recommandées et parfois il faut re- 
courir aux transfusions. Le traitement chirurgical est 
réservé aux malades qui ne répondent pas au traite- 
ment médical. L/’iléostomie est le procédé le plus 
couramment employé. Les résultats sont éminemment 
variables. L’étiologie, encore trés incertaine, recon- 
nait des facteurs infectieux, constitutionnels, caren- 
tiels, nerveux et psychogéniques. II est probable que 
de nouvelles recherches sur les voies réflexes des 
facteurs vasoconstricteurs du colon nous rapprocheront 
de la solution. JEAN SAUCIER 
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ANZSTHESIA FOR CHEST SURGERY* 


J. A. Blezard, M.D. 
London, Ont. 


HE problem of the administration of anes- 

thesia for chest surgery presents special 
difficulties and procedures for the anesthetist 
in his protection of the patient. A majority of 
the patients presented for this type of surgery 
are from the nature of their condition poor 
risks, debilitated by acute or severe chronic 
disease. 

Operations involving only the external chest 
wall do not present many difficulties different 
from those elsewhere in the body, except per- 
haps that of cramped position in some cases or 
accidental opening of the pleura. But those 
involving the bony chest wall and the open 
pleura do cause mechanical and physiological 
disturbances not encountered in other types of 
surgery. The great majority of thoracoplasties 
are done on tuberculous patients, very often 
with bilateral disease, often with unilateral or 
bilateral pneumothorax, or phrenicotomy, and 
the position on the table is such as to interfere 
with respiratory exchange in those whose 
minute volume is low. Also the danger of ac- 
cidental opening of the pleura is always a 
hazard to be prepared for and guarded against. 
The usual lateral position causes compression 
of the dependent side, limiting expansion while 
causing increased muscular effort in lifting the 
weight of the chest with each respiration. This 
is partially compensated for by increased 
diaphragmatic action which interferes with the 
surgical procedure if allowed to become exces- 
sive. Therefore, an optimum activity of the 
dependent lung must be maintained by limiting 
external pressure by bags, bars, ete., and main- 
taining an upper second plane third stage 
anesthesia, with good intercostal movement. 
Limitation of this action will lead to com- 
pensatory diaphragmatic activity and tend to 
‘‘flapping’’ of the lung in the operative field. 
Also an attempt to prevent deficient aeration 
by excessive positive pressure will interfere in 
the same way and also probably disturb or 
rupture quiescent cavities. 

Patients operated upon for collapse of 
chronic empyema cavities or sinus have become 


* Read at the Seventy-eighth Annual Meeting of the 
Canadian Medical Association, Section of Anssthesia, 
Winnipeg, June 25, 1947. 
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accustomed to a partial collapse with some 
mediastinal distortion but are usually debili- 
tated by sepsis and deficient aeration. The 
presence of a broncho-pleural fistula may cause 
further complications. Surgery involving the 
open pleura immediately interferes with the 
normal pump-like action of the chest, thus 
limiting respiratory exchange and circulation 
in the lungs, heart, and great vessels and conse- 
quently in the brain and other organs. Opera- 
tions for draining of lung abscess, lobectomy, 
pneumonectomy, parasympathetic denervation 
for duodenal ulcer or asthma, sympathectomy 
for angina, or csophageal or pericardial ex- 
ploration necessitate a collapsed lung. This 
causes a decrease of aerating space and a shift 
of a large volume of blood to the dependent 
lung and general circulation, thus further inter- 
fering with aeration and increasing the demand 
on cardiac capacity. Also present is the danger 
of mediastinal shift with tracheal distortion and 
obstruction. 


The anesthetic of choice must be one which 
will cause the least local and general physio- 
logic disturbance while providing adequate 
anesthesia and relaxation. It must support 
efficient aeration and circulation, under adverse 
conditions, in poor risk patients, often over 
long periods of time. Also supportive measures 
and equipment for emergencies must be im- 
mediately available. Intravenous solutions and 
especially whole blood or plasma must be 
freely used if hemorrhage is at all marked. A 
needle of large bore and a vein of large size 
must be used so that blood may be given rapidly 
at any time. One word of warning should be 
given here. Large amounts of intravenous solu- 
tion should not be given rapidly following 
lobectomy or pneumonectomy because of the 
danger of overloading a right heart which has 
lost some of its support, and a decreased 
pulmonary circulatory capacity. 


In the great majority of our major cases 
cyclopropane has been used, by the absorption 
technique, usually by endotracheal tube when 
the pleura is to be opened. Fresh soda lime 
is used for each case and it is changed during 
the operation if the respiration, blood-pressure 
and pulse, increase beyond what might be 
expected from the effect of the surgical pro- 
cedure or hemorrhage. The tidal volume ‘is 
maintained by compensatory respiration: or 
pressure when indicated, and carbon-dioxide 


retention is allowed if severe respiratory de- 
pression or apncea occurs. 


During the later minutes of the operation the 
absorber is turned off, the bag emptied and 
well refilled several times to reduce the con- 
centration of the anesthetic agent. The bag 
is then filled with atmospheric air and the pa- 
tient allowed to breathe this while a nasal tube 
is inserted. This, we believe, limits rapid 
absorption from the air cells while nasal 
oxygen administration is begun. It also limits 
the erroneously termed ‘‘cyclopropane shock’’ 
by gradually reducing the cyclopropane re- 
spiratory depression and the artificially high 
blood-pressure when such exists. When a tube 
is used tracheo-bronchial and pharyngeal suc- 
tion is carried out, and pulmonary ventilation 
checked before the tube.is removed. With all 
major cases oxygen administration is continued 
in the ward usually by nasal catheter. 


A series of 434 personal administrations is 
here reviewed, in three general classifications, 
with notations as to choice of agents and 
methods, also complications and results: (1) 
Operations involving the intrabronchial tree 
and external chest wall. (2) Operations involv- 
ing the bony chest wall. (3) Operations involv- 
ing an open pleura. 

This list might be increased by adding 
mastectomies and substernal thyroidectomies, 
during which the pleura may be opened. These 
however are not included, nor are cases of 
aspiration or simple drainage done under local 
anesthesia given by the operating surgeon. 


TABLE I. 


BRONCHOSCOPY AND CESOPHAGOSCOPY—16 
Removal foreign body bronchus .......... 8 
Removal foreign body csophagus 

Ages—13 months to 82 years. 


Agents—Chloroform, ethyl chloride, ether, cyclopropane 
and intubation. 


Complications—Vomitus inhaled preoperatively, pre- 
operative and postoperative collapse, edema re- 
quiring tracheotomy. 


With the small children induction was done 
with chloroform or ethyl chloride, followed by 
ether and oxygen insufflation. With adults 
eyclopropane and intubation was used. Intuba- 
tion and suction were necessary in some to re- 
move excessive mucus or inhaled vomitus, and 
positive pressure to inflate collapsed lungs. One 
patient required tracheotomy for laryngeal 
edema the following day... -- 
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TABLE II. 


OPERATIONS EXTERNAL CHEST WALL—42 


Sympathectomies— 
Lumbar 
Lumbodorsal 
Upper thorax 
Spine grafts 
Removal glands and tumours ....---++..... 10 
Removal foreign bodies 
Removal sternum and first ribs 
Closure sucking wound 
Ages—13 to 60 years. Time—% to 3% hours. 
Agents—Cyclopropane, nitrous-oxide, intubation in some. 
Complications—Tears in pleura, shock and hemorrhage. 
Treatment — Positive pressure, intravenous therapy, 
stimulants when needed. 


Tears in the pleura occurred during removal 
of the sternum and first ribs, also during lumbo- 
dorsal sympathectomy. Intubation was not 
used in most of the spine grafts, nor first stage 
Smithwick operations. It was used for second 
stages or when an open pleura or obstruction 
to respiration by the position of the patient was 
anticipated. When tears in the pleura occurred 
positive pressure was maintained until they 
were repaired. Shock was prevented or cor- 
rected by intravenous fluids, transfusion and 
analepties. 


TABLE III. 


THORACOPLASTY COLLAPSE IN TUBERCULOSIS—207 
9 
vw 


9 
First to third stages 0 
Revisions and Schade operations 


Ages—17 to 50 years.. Time—% to 1% hours. 
Agents—Nitrous-oxide, cyclopropane, pentothal-sodium. 


Complications—Rise in pulse rate, drop in blood-pressure, 
cough, spasm, cyanosis, torn pleura, obstruction by 
bar, bronchopleural fistula. 


In quite a number of cases there was a 
moderate and progressive rise in pulse rate, in 
some a drop in blood-pressure if the operation 
was of long duration with difficult or rough 
dissection. Spasm has occurred when rib 
stripping was being done under too light anes- 
thesia. Some cyanosis has been difficult to 
correct following spasm or in patients with 
extensive disease, or in those with thoraco- 
plasty on the opposite and dependent side, or 
with phrenicotomy. The mechanical retractor 
has caused difficult respiration and poor aera- 
tion in a few cases. Persistent cough in the 
expiratory phase has occurred with one patient 
during repeated anesthesias. Bronchopleural 
fistula has in one case led to the use of intra- 
venous anesthesia. 

Cyclopropane has been used in nearly all 
except a few of the earliest cases. It is given 
by face mask without intubation. The patient 
is placed in the lateral position before induc- 
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tion. Surgery is begun in from five to ten 
minutes and good upper second plane anes- 
thesia is obtained before stripping is started. 
It is felt that intubation is unnecessary and in- 
advisable, because of the extra time required 
for this procedure and then posturing the pa- 
tient. Also the deeper level of anesthesia 
required and the irritation of the tube with 
occasionally cough and straining may be 
injurious to this type of patient. Intercostal 
block assists in the prevention of spasm and 
immediate postoperative pain. Surgery should 
be rapid, gentle and conservative. 

A rubber airway is used if any oro-pharyngeal 
obstruction is apparent but in the majority of 
patients it is not needed. The rebreathing bag is 
kept well filled with mederate positive pressure 
to obtain an optimum of oxygen absorption. 
Retention of carbon-dioxide is allowed when 
stimulation of respiratory effort seems advis- 
able. The patient is transferred directly to his 
bed from the operating table, lying on the side 
operated upon. Nasal oxygen is given post- 
operatively in all cases and transfusion when 
indicated, as also are analepties. 

These patients have ideal care before and 
after operation by graduate nurses and full 
time medical staff. 


TABLE IV. 


THORACOPLASTY FOR EMPYEMA—26 


Empyema 
Post-pneumonectomy 
Bronchial fistula 
Post-lobectomy 
Ages—19 to 70 years. Time—% to 2% hours. 
Agents—Cyclopropane, intubation major cases, nitrous- 
oxide, pentothal-sodium. 
Complications—Severe shock in some cases, bronchial 
fistula, blood and pus in trachea. 


Bronchial fistula was present or developed 
during operation in four eases. Suction was 
needed to remove pus and blood from the 
trachea. Nitrous-oxide with positive pressure 
or pentothal were used with these cases. Shock 
was severe in some, especially the longer opera- 
tions. Intravenous fluids and transfusion were 
needed and some required oxygen post- 
operatively. 


TABLE V. 


DRAINAGE OF EMPYEMA—24 


Ages—4% to 67 years. Time—% to 2% hours. 
Agents—Cyclopropane, intubation in all major cases. 


‘Complications—Shock, severe in some cases, anoxia, pul- 


monary collapse, respiratory and circulatory collapse. 

Deaths (2)—One shock with gradual failure, one (4 
days after) severe prolonged anoxia with cerebral 
damage. 
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Most of this group were acutely ill, and the 
operations of short duration. Some however, 
were of long standing disease with dense ad- 
hesions, and in a very poor general condition. 
Two of these died. One developed marked 
shock during a prolonged operation with 
gradual failure and death two days later. 

The other showed severe anoxia aften ten 
minutes of operative procedure although in- 
tubated and transfusion running. It was im- 
possible to inflate the dependent lung in the 
lateral position. Complete cardiac and respira- 
tory arrest developed rapidly. She was turned 
on her back, the tube changed to make sure it 
was patent, and the good lung could then be 
inflated. Cardiae massage and rhythmic infla- 
tion were carried on for several minutes. 
Twenty-five minutes after cessation, respiration 
and circulation returned, with good colour. She 
was turned on her side to close the wound and 
the colour again became poor. The pulse on 
réturn to her room was 130 with blood pressure 
110/70 and colour good. In a few hours she 
became spastic with carpo-pedal clonus when 
touched. This was improved by oxygen admin- 
istration from a gas machine and later by nasal 
catheter. She did not regain consciousness and 
died on the fourth postoperative day. 


TABLE VI. 


THORACOTOMY, DRAINAGE LUNG ABSCESS—11 
Ages—4 to 27 years. Time—%% to 2 hours. 
Agents—Cyclopropane, some intubated. 
Complications—Shock, spasm, bloody sputum, continued 

cough and sepsis, lobectomy later in several. 





Several of these patients later had lobectomy 
performed. Some were quite acutely ill and 
exhibited considerable shock and respiratory 
difficulty. 


TABLE VII. 
LOBECTOMIES—47 
EIN GOOOUE oc sisicnc cscs tencsenannes anes 2 
TN CRIEURNOINENE ois o's Grave gle MOEE wietae Celwawan 5 
PRP ONOMICOLOGID 6's ok Wadia de to wae cewewere 40 


Ages—7 to 43 years. Time—2 to 414 hours. 

Agents—Cyclopropane, intubation, ether added for in- 
tubation, local hilar block in some. 

Complications—Hemorrhage, shock, anoxia, mucus and 
pus in trachea, rupture of mediastinum and dia- 
phragm, rupture of opposite pleura, surgical emphy- 
sema, defective vision and apraxia, pneumonia in 
remaining lobe, wsophageal-pleural fistula. 

Deaths (2)—One tuberculosis patient (3 weeks post- 
operative) had generalized miliary tuberculosis, one 
bilateral bronchiectasis case (on table) apparently 
complete collapse or occlusion of dependent lung. 


Anesthesia for lobectomy and pneumon- 
ectomy presents some of the most difficult 


problems as evidenced by the list of severe 
complications one meets. These patients, be- 
cause of the nature of their disease, are some- 
times difficult to anesthetize. Mucus and pus 
require frequent suction with consequent inter- 
ruption of the anesthesia, and anoxia. The 
undiseased lobe on the open side is inflated at 
intervals when the stage of surgery permits, 
to help prevent collapse or atelectasis. This 
also helps to outline the remaining bronchus 
and test it as to the presence of occlusion or 
tears. Loeal block of the hilar structures helps 
to prevent reflex spasm and circulatory dis- 
turbanees. 


Hemorrhage from adhesions depletes the 
blood volume which must be replaced in large 
amounts and rapidly in some cases. These 
adhesions have also been responsible for tears 
of the mediastinum, diaphragm and opposite 
pleura, and the postoperative development of 
cesophageal-pleural fistula. Severe anoxia oce- 
eurred during a 3 hour operation on a patient 
with bilateral bronchiectasis requiring suction 


every ten minutes. There was severe shock 


during the last hour of operation and after, 
also large amounts of mucus postoperatively 
requiring suction. This patient in a few days 
developed markedly defective vision and apraxia. 
Pneumonia in the remaining lobe on the 


operated side developed in one case. One pa- 


tient developed an cesophageal fistula which has 
since been repaired apparently successfully. 


One tuberculous patient who exhibited marked 
anoxia during operation continued to have spells of 
eyanosis of the upper chest, neck and face and died 
three weeks later. The post mortem showed medi- 
astinitis with pressure on the great veins, also miliary 
tuberculosis of pericardium, brain, spleen, liver and 
adrenals. Also there was collapse of the remaining 
lobe on the operated side. 


Another patient died on the table after closure of 
the wound. He had extensive bilateral disease with 
excessive secretion which made induction and intuba- 
tion difficult. Aeration was very poor especially after 
the chest was opened and attempted inflation of the 
dependent lung apparently ineffective. Large amounts 
of secretion were removed by suction. The tube was 
removed and changed. Atropine and curare were 
given in an attempt to relieve the spasmodic type of 
respiration with little or no effect. The operation 
lasted 4% hours. The blood pressure was well main- 
tained throughout but the pulse was quite rapid espe- 
cially during the last hour. The remaining lobe on 
the open side inflated freely before closure. After 
the chest was closed suction and positive pressure 
failed to inflate the apparently collapsed or filled 
dependent lung and his condition rapidly became poor. 
Cardiac massage and analeptics brought no circulatory 
response. 
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TABLE VIII. 


PNEUMONECTOMIES—23 
Bronchiectasis 
Carcinoma 
Tuberculosis 
Carcinoma exploration 

Agents—Cyclopropane with ether for induction. 

Ages—4 to 68 years. Time—1% to 4% hours. 

Complications—Hypertension, shock, hemorrhage; severe 
amyloid disease; tears in mediastinum, bronchus, 
trachea and pericardium; surgical emphysema, 
atelectasis. 

Deaths (4)—(1) Woman 59 years, severe bronchiectasis 
and amyloid disease. Day of operation. Surgical 
emphysema, atelectasis remaining lung. (2) Man, 
59 years, bronchiectasis, hypertension. Died sud- 
denly following day. (3) Man, 50 years, tuber- 
culosis. Died second day. Pulmonary edema, 
mediastinitis, tuberculosis nodules in liver, spleen, 
kidneys and remaining lung. (4) Woman, aged 45, 
carcinoma. Extensive dissection of parietal pleura. 
Pericardium opened to ligate superior vein. De- 
veloped surgical emphysema, cough, much mucus. 
Respiration difficult. Died fourth day. 


Most of our cases for pneumonectomy have 
been very poor risks, who come for surgery 
as a last desperate resort. Adhesions and 
hemorrhage are almost constant complications, 
very often leading to tears in adjoining thoracic 
cavities and postoperative sequele. 


One of the deaths occurred in a woman of 59 with 
extensive unilateral bronchiectasis, marked distortion of 
the chest, and extensive amyloid disease. She was 
warned of the great risk of operation but begged to 
have it done. Operation was fairly easy and she left 
the table in fair condition but died that afternoon. 
Post mortem showed the known preoperative amyloid 
disease, mediastinal emphysema, and atelectasis of the 
remaining lung. One death occurred in a man of 59, 
suddenly on the day following operation. He had a 
systolic blood pressure of from 223 to 205/120 during 
the operation with no apparent shock. The third death 
occurred in a man of 50 who was believed to have 
carcinoma. Operation disclosed extensive old adherent 
tuberculosis. The trachea was opened during dissection 
causing collapse of the other lung and shock while 
repair was made. He developed pulmonary edema in 
the remaining lung and died on the second postoperative 
day. The post mortem revealed edema and tuberculosis 
of the mediastinum, kidneys, liver and remaining lung. 

A fourth death occurred in a woman of 45 who had 
a markedly adherent carcinomatous lung. Dissection of 
a large area of parietal pleura was necessary and the 
pericardium was opened in order to permit ligation of 
the superior vein. Her condition on the table was good 
but she developed emphysema of the mediastinum, shock, 
cough and sputum and died on the fourth postoperative 
day. 

TABLE IX. 


STOMACH, DIAPHRAGM, MEDIASTINUM—18 
Repair diaphragmatic hernia 
Resection stomach and spleen 
(Esophagectomy 
Gastric vagotomy 
Ligation ductus arteriosus 
Ligation subclavian artery 
Resection mediastinal tumour 
Drainage mediastinal abscess 
Suture ruptured visceral pleura 
Ages—6 to 72 years. Time—% to 4 hours. 
Agents—Cyclopropane, intubation; ether added for in- 
tubation. 
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Complications—Shock in very few; intentional opening 
both pleure; rupture of ductus arteriosus; medi- 
astinal infection, cough and sputum. 


Deaths—(1) Rupture of ductus arteriosus during liga- 
tion with sudden death. Age 7 years. (2) Pul- 
monary and coronary thrombosis, second day, aged 
67. (3) Mediastinal infection. Patient on danger- 
ously ill list. Died 3 hours postoperatively. Aged 32. 


The stomach and diaphragmatic cases re- 
quired quite deep anesthesia at times to limit 
movement of the diaphragm, and compensatory 
respiration was necessary at those times. One 
cesophagectomy required opening of both 
pleural cavities for dissection. The vagotomy 
eases presented no great difficulty. One ductus 
arteriosus tore loose from the clamp while a 
ligature was being applied. Sudden death oc- 
curred with no response to cardiac massage or 
other measures of resuscitation. One cian of 
67 years died of pulmonary and coronary 
thrombosis following csophagectomy. 


One patient with purulent mediastinitis was 
on the ‘‘seriously ill’’ list when operated on 
for drainage. Condition was very poor and he 
died 3 hours after operation. 


TABLE X. 


INTRATHORACIC DENERVATION—20 
Thoracic parasympathectomy 
Thoracic sympathectomy 
Ages—24 to 70 years. Time—1% to 2 hours. 
Agents—Cyclopropane, intubation. 
Complications—Mucus in excessive amounts; irregular 
and depressed respiration especially for second side 
of asthma cases; poor aeration, bronchospasm, 
cough; postoperative spasm. 


The asthmatic patients on whom parasympa- 
thectomy has been done have proved rather 
difficult to anesthetize due to the excessive 
amounts of mucus present and the instability 
of their respiratory mechanism. Bronchospasm 
and cough have been hard to control in some 


eases. One patient had a very severe and 
distressing spasm on return to her bed, after 
her first operation. Mucus and cough are some- 
times troublesome postoperatively, especially 
after first stage operations. The one patient 
on whom sympathectomy was done for relief of 
angina had a blood-pressure of 265/140. This 
dropped to about normal levels during opera- 
tion. No complications were evident and the 
recovery period gratifying. 


SUMMARY 


The difficulties and physical disturbances 
especially encountered in anesthesia for sur- 
gery of the chest are indicated. 
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A series of 434 cases is reviewed with special 
consideration of complications and deaths in 
several types of procedures. 

Patients beyond middle life have frequently 
proved poor risks for this type of surgery. 
We feel that immediate preoperative broncho- 
scopy for tracheal and bronchial drainage 
should be performed on all patients with exces- 
sive secretion. 

It is hoped that such a review, pointing out 
the lessons we have learned may assist some 
anesthetists and surgeons in preventing or 
limiting some of the complications encountered. 
298 Victoria St. 





HZ:MOGLOBIN LEVELS AMONG 
SASKATCHEWAN COLLEGE WOMEN* 


W. W. Hawkins, B.A., M.Sc., 
James Barsky, B.A. and 
H. B. Collier, M.A., Ph.D. 


Saskatoon, Sask, 


HE importance of anemia as a symptom of 

malnutrition is largely responsible for the 
prevailing interest in hemoglobin values, par- 
ticularly among children and young women. To 
facilitate the diagnosis of anemia reference 
should be made to reliable ranges of hemoglobin 
values in healthy individuals. With this in mind 
a survey was undertaken in Saskatoon, and the 
results were compared with figures obtained 
from hemoglobin determinations on groups of 
young women in other parts of Canada, in 
Great Britain, and in the United States. 

The present report deals with an investiga- 
tion of the hemoglobin levels among 352 women 
from 17 to 26 years of age, who are students 
at the University of Saskatchewan. This in- 
vestigation was carried out in conjunction with 
medical examinations at the University Clinic, 
and all the subjects considered were reported as 
healthy. The examinations were done during 
November and December, 1946. 

Hemoglobin was determined in capillary 
blood from the finger tip by the cyanmethemo- 
globin method of Collier. Fig. 1 shows the 
distribution of the values obtained. Table I 
shows the age distribution. 


* From the Department of Biochemistry, University 
of Saskatchewan. . 


Pig. 1. 
Distribution of Haemoglobin Values. 
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Taste I. 
Acs DistrRIBuTION OF H&MOGLOBIN VALUES 


Hemoglobin, grams -— % 


No. in Standard 
Age group Range Average error 
17 43 12.4-17.0 14.0 0.11 
18 73 11.6-15.9 14.0 0.11 
19 69 12.0-15.8 13.8 0.10 
20 59 11.1-16.1 13.6 0.12 
21 37 12.0-15.8 13.7 0.16 
22 33 11.6-16.4 13.5 0.19 
23 13 11.6-15.4 13.6 0.36 
24 7 12.6-15.7 14.0 0.42 
25 8 13.2-14.9 13.8 0.25 
26 10 12.1-15.2 13.7 0.37 


The range of values was 11.1 to 16.4 gm. per 
100 ml. of blood, with an arithmetic mean of 13.8 
showing a standard error of + 0.05 (« = 0.93). 


DISCUSSION 

The average figure obtained in Saskatoon is 
somewhat higher than most that have been re- 
ported in Great Britain and on this continent 
for young women in this age group. Average 
values that have been reported range from 12.0 
at Toronto? to 14.6 at Denver, Colorado,’ but 
for the most part they fall between 13.0 and 
14.0. Ohlson et al.* gave 13.4 as an average for 
a large group in the north central United 
States. Myers and Eddy® obtained an average 
of 13.0 for a group in Cleveland. Hunter,® in 
Edmonton, gave 13.1. Values given by the 
Medical Research Council of Great Britain’ for 
girls 15 to 19 years of age averaged 13.6, 

No average figures are available from Mon- 
treal, but both Pedley* and Denstedt® have 
studied women in comparable age groups. 
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Pedley found that, out of 864, 77% had values 
between 12.4 and 14.7. Out of a group of 4,616 
studied by Denstedt, 87% had values between 
11.7 and 14.7, and a small number of girls 
judged to be the best physical specimens from 
among various groups averaged 14.5. 

It is of interest to note Wintrobe’s’® con- 
clusion that the hemoglobin level of the great 
majority of normal adult women lies between 
12.0 and 16.0 gm. %. An examination of age 
distribution in the Saskatchewan group indicates 
that there is a slight but apparently significant 
fall in hemoglobin level between the ages of 
18 and 22 (coefficient of correlation, -0.92). A 
corresponding fall of about the same magnitude 
was found in the Toronto survey mentioned 
above. 

We have considered altitude as one possible 
factor governing differences in hemoglobin 
levels among comparable population groups. 
Table II presents a comparison of the average 
hemoglobin values of young women in various 
parts of North America, and gives the altitude 
of each locality in feet above sea level. (In the 
ease of states the mean elevation is given). 


TABLE IT. 


H#MOGLOBIN VALUES OF YOUNG WoMEN 
AT Various ALTITUDES 


Average 
hemoglobin 
value, grams 
Altitude % 


254 
800 


1050 
1100 
1200 
1300 
1589 


2000 
2185 
2600 
5000 


Locality Author 


Toronto 
Cleveland 


Hawkins et al.2 
Myers and 
Eddy5 
Ohlson et 
Ohlson et 
Ohlson et al.4 
Ohlson et al.4 
Hawkins, Barsky 
and Collier 
Ohlson et al.4 

Hunter® 

Ohlson et al.4 

Andresen and 
Mugrage? 


— pa 


OVGIGD GoveDGIGs GwhD 
> OD = aoanorsl —— 


al.4 
al.4 


Wisconsin 
Iowa 

Minnesota 
Oklahoma 
Saskatoon 


famed eed freed peed peed 


Kansas 
Edmonton 
Nebraska 
Denver 


fk fh fee feed 


The data in this table do not appear to pro- 
vide evidence of an effect of altitudes of this 
magnitude upon the hemoglobin level. It may 
be, however, that it is higher among women in 
Denver, at 5,000 feet, because of the altitude; 
and that between sea level and 2,600 feet, at 
least, hemoglobin is not appreciably affected by 
that factor. In 1934 and 1936 Fiddes and 
Witney"! found that the erythrocyte count and 
oxygen capacity of the blood of healthy men in 
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Saskatoon did not differ sufficiently from those 
elsewhere to indicate an effect of altitude. 


SUMMARY 


An examination of hemoglobin levels in 352 
healthy University of Saskatchewan women 
students between the ages of 17 and 26 showed 
a range of 11.1 to 16.4 gm. per 100 ml. of blood, 
with a mean of 13.8 + 0.05. This value is 
slightly higher than most of those reported on 
comparable groups elsewhere. Examination of 
the literature supplies no evidence that altitudes 
up to 2,600 feet have a significant effect upon 
the hemoglobin level. 


Dr. MacKay and Miss Currie, of the University 
Clinic, Miss Rowles, Dean of Women, and Dr. Hunt, 
Dean of Household Science, aided in making this 
study possible. We extend to them our thanks. 
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FIBROSITIS AS A FACTOR IN THE 
DIFFERENTIAL DIAGNOSIS OF 
VISCERAL PAIN* 


I. J. Patton, M.D. and J. A. Williamson, M.D. 
Montreal, Que. 


HE conscientious physician, faced with a 
ease of cephalic, thoracic, or abdominal pain, 
reviews painstakingly the differential diagnosis. 
He takes into consideration all possible causes, 
visceral or somatic, with perhaps a slight un- 
conscious bias towards interesting rare diseases. 
Even so, a certain proportion of such cases re- 


main an unsolved problem. Many undergo 
operations on nose, sinuses, scalenus anticus, 
gall-bladder, appendix, pelvic organs, or coccyx, 
either without relief, or with an improvement 
lasting not much longer than the postoperative 


* Medical Department of the Homeopathic Hospital, 
Montreal and the Montreal Rheumatology Office. 
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period of bed-rest and convalescence. Such pa- 
tients are apt finally to be labelled ‘‘neurotic’’. 


It is the purpose of this paper to bring to the 
attention of fellow-practitioners a condition 
which is one of the most common to be found 
in the so-called temperate zones, which not in- 
frequently gives rise to such pain, and which 
is rarely considered in the differential diagnosis 
of these cases. We refer to chronic non-articular 
rheumatism or, as it is now more aptly named, 
fibrositis, 


FIBROSITIS 


The impression seems to be prevalent among 
those members of the profession who are not 
specially interested in rheumatic disease, that 
muscular or connective-tissue rheumatism, un- 
like articular rheumatism or arthritis, is a func- 
tional disturbance, causing discomfort or pain, 
without any objective findings. That this is 
not the case has been abundantly shown, through 
clinical, biopsy, and autopsy findings, by English 
and European rheumatologists, although their 
data and conclusions have not as yet met with 
due attention on this continent, 


The scope of this paper will not permit detailed dis- 
cussion of the pathology or of the etiology of fibrositis. 
It is, however, pertinent to mention that, in 1846, 
Virchow demonstrated a primary inflammation of the 
interstitial connective-tissue of affected muscle, with 
pathological change in the muscle-fibres often develop- 
ing as a consequence. Following him, in mid-century, 
several other German investigators isolated, from such 
tissues, nodules of waxy appearance, which were com- 
posed of connective-tissue, rich in nuclei, traversed by 
blood-vessels, and having atrophied muscle-bundles em- 
bedded in their substance. Ruhman has shown that these 
nodular infiltrations in the interstitial tissue of the 
muscle are extremely small, and are only rendered 
sensible to palpation by the spastic reaction of the sur- 
rounding contractile tissue. The lesions of fibrositis are 
not to be confused with the nodules found in acute 
rheumatic fever. Their histological structure differs in 
that the giant-cells characteristic of the rheumatic-fever 
nodules are not present in fibrositis. 

Llewellyn and Jones state that the basal anatomi- 
cal lesion in fibrositis is one of inflammatory over- 
growth or hyperplasia of the white connective tissue. 
In the earlier stages, there are swelling of muscular 
fibrils, destruction of transverse striation, marked cellu- 
lar infiltration, and copious fibrinous exudate. All these 
are characteristic of inflammation. Once the ‘‘chronic’’ 
state, with scar-tissue, is reached, resolution becomes im- 
possible. The indurations may become symptomless, but 
usually cause pain, impede function, and predispose to 
recurrence. 

The morbid process may be found in any fibrous 
tissue, irrespective of locality, and may involve nerve- 
tissue, secondarily to a fibrositis of the nerve-sheath. 
When such involvement of a nerve takes place, the pain 
may radiate to distant parts, and be felt anywhere along 
the peripheral distribution of the nerve. As a rule, 
fibrositic hardenings are markedly tender, and it is some- 
times possible, by pressure on them, to produce reflex 
pain of the above type. Greene has recently reported 
a group of cases in which abdominal disease was simu- 


lated by fibrositis of the iliopsoas muscle, and Reichart 
has described the cure of sciatic pain by adequate treat- 
ment of fibrositis of the glutei. 


The commonest cause of myalgia in these 
latitudes is fibrositis. It usually oceurs in that 
important but neglected region which is con- 
tinually exposed to minor traumata, whether 
postural, occupational, gravitational, or acci- 
dental: namely, the great muscles of the back, 
including, at either end, the cervicals and the 
glutei. Although one might expect, on theoreti- 
eal grounds, that such chronic rheumatic lesions 
might be found in any muscle or connective- 
tissue, regardless of location, and although 
Llewellyn and Jones state that fibrositis in the 
abdominal muscles themselves may give rise to 
pseudo-visceral pain, it is doubtful whether they 
have ever been demonstrated in any muscles 
other than those concerned in the maintenance 
of the erect posture. If the indurations involve 
a sensory nerve, the patient may be conscious of 
pain either locally, or referred to the peripheral 
distribution of the nerve, or he may interpret 
it as arising from some internal organ, the af- 
ferent nerve-supply of which enters the cord 
in the same region, 


The proof of the existence of fibrositic indura- 
tion of muscle is not dependent on the sense of 
touch alone. An ingenious instrument, the 
sclerometer, has been employed by Ruhman to 
demonstrate mechanically the location, extent, 
and degree of hardness of the individual lesions. 


FIBROSITIS AND REFERRED PAIN 


It is the phenomenon of radiation, or refer- 
ence, of pain which makes fibrositis an important 
factor in differential diagnosis. We have, in a 
sense, exactly the reverse mechanism to that 
operating when visceral disease expresses itself 
as peripheral pain. According to the theory of 
Head and Mackenzie, visceral pain-stimuli are 
felt as somatic pain in those regions of the body- 
surface or extremities, whose sensory nerves 
enter the spinal cord in the same segment, or 
segments, as the afferent fibres from the viseus 
concerned. 

Trauma to either of the nerve-partners, vis- 
ceral and somatic, at any point in their course, 
will, on this theory, cause similar localization of 
pain. Even muscle-spasm, rigidity, skin hyper- 
westhesia, and deep tenderness, so widely re- 
garded as pathognomonie of visceral disease, 
have been shown by Lewis and Kellgren to be 
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producible by irritation of the muscles of the 
trunk, whether by trauma or by inflammation. 
Kellgren states that all the deeper somatic 
structures give rise to pain which is poorly 
localized and tends to be segmental in distribu- 
tion, resembling that found in visceral disease, 
while pain arising from the extremities is well 
localized. This difference is of use to the organ- 
ism, in defending itself from external danger, 
and for a similar reason muscle-spasm due to 
pain is less marked in those regions where im- 
portant structures are protected or reinforced 
by bone, and most intense in the muscles sur- 
rounding the vital and vulnerable contents of 
the abdomen. 

The nature of trunk somatic pain is identical 
with that usually characteristic of visceral pain: 
1.€., constant, unvarying in intensity, aching not 
burning, and accompanied by paresthesie or 
hyperesthesia. Since the deeper structures of 
the abdominal wall are not ordinarily exposed 
to attacks from without, their localization of 
stimuli need be less perfect than that required 
at the body-surface, and the type of pain less 
instantly alarming to the organism, Thus the 
type of distress which we are accustomed to 
look upon as visceral pain may be produced by 
any of the lesions which cause irritation of the 
sensory supply of the abdominal wall. The 
organism, accustomed to receiving stimuli of 
sufficient intensity to reach consciousness, only 
from the vulnerable periphery, tends to attribute 
a similar origin to the visceral irritation, and 
interprets it as of somatic origin. 

Mackenzie and Head explained the existence of re- 
ferred pain, and its distribution, by postulating increased 
local irritability of the spinal cord, due to a stream of 
abnormal stimuli from the diseased organ, so that 
normally unfelt stimuli to the periphery would produce 
a sensation of pain in the somatic area whose nerve- 
supply enters the cord in the same or neighbouring 
segments. Lewis and Kellgren believe that it is not 
necessary to assume a lowered threshold of excitability 
in the cord, but that the afferent fibres from a viscus 
and the corresponding sensory fibres from the periphery 
follow identical, or very closely related, paths in the 
central nervous system, so that it is not a question of 
interpreting visceral pain as coming from the surface, 
but of a perception of ‘‘something wrong’’, in a brain 
area which is normally stimulated only by pain stimuli 


coming from without. The question is still under advise- 
ment, and needs further experimental work. 


Lewis and Kellgren agree with Mackenzie that 
visceral pain, per se, does not exist, although 
the generally accepted opinion recognizes both 
kinds: 7.e., pain in the viscus itself, due to 
stretching of smooth muscle, and referred pain; 
and believes that the pain associated with in- 
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creased peristalsis is of the former kind. The 
single type view explains the pain of colic as 
caused by the rhythmic irritation of the afferent 
nerves of the mesentery, as its bowel attachment 
is alternately squeezed and stretched by the 
abnormal peristalsis. 

The same authors found that irritation of 
interspinous ligaments, which like the back- 
muscles are supplied by the posterior branches 
of the thoracic nerves, produced typical pseudo- 
visceral radiation of pain, its distribution de- 
pending on the particular ligament involved. 
This reproduced essentially the conditions exist- 
ing in fibrositis of the back muscles, since both 
ligament and muscle have the same innervation. 
This type of pain-radiation might be described 
as ‘‘doubly-referred’’ pain, since both the pos- 
terior thoracic branches and the visceral auto- 
nomic fibres are in intimate anatomical connec- 
tion with the anterior thoracic nerves. The 
hypothesis of cord irritation appears to be the 
more adequate in this connection, since mild 
pain stimuli remain localized in the back, and 
produce radiation only when intense, or long- 
continued as in chronic conditions, such as 
fibrositis. 


DIFFERENTIAL DIAGNOSIS 


Suspicion as to the rheumatic character of 
pseudo-visceral pain should be aroused when the 
history shows that the condition is aggravated 
by dampness, cold, or fatigue, when contraction 
of certain muscles causes pain or increases it, 
and when the family or personal history men- 
tions rheumatism, stiff neck or _ backache. 
Additional factors suggesting a diagnosis of 
fibrositis are trivial, or absent, constitutional 
disturbance, even in the presence of severe pain, 
and comparative insensibility to light (as op- 
posed to deep) palpation. The temperature, 
leukocyte count and sedimentation rate may be 
slightly elevated, but are more often normal. 
We believe that functional disturbances, such 
as dyspnea, nausea and vomiting, and consti- 
pation, are often due, in pseudo-visceral pain 
on the basis of fibrositis, to stimulus-radiation 
in the reverse direction to that commonly con- 
sidered: 1.¢., that excessive stimulation of the 
somatic nerve-partner may produce referred 
stimulation in the autonomic nerves serving the 
viscus, 


It is, of course, obvious that the usual careful 
investigation must be made to rule out all other 
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causes, internal and external, before a fibrositis, 
even when known to be present, and even when 
capable of producing similar pain-radiation, can 
be settled upon as the sole etiological factor. 
Coronary disease and fibrositis of the shoulder- 
girdle, appendicitis and lumbago, are not mutu- 
ally exclusive, An instance of the sort of pit- 
fall into which one might otherwise stumble is 
the case described by Mackenzie in which the 
lumbar erector spine muscles on the right side 
were noticed to be very painful on gentle palpa- 
tion, and in which, at operation, an acutely 
inflamed appendix was removed. 

Probably the main reason for the doubt that 
has been cast on the very existence of fibrositic 
hardenings, by several authorities, who claim 
never to have been able to feel them, is that 
an improper technique has been used in palpa- 
tion. The spindle-shaped hardenings follow 
the course of the fasciculi, being oval in broad 
muscle bellies, more linear in the long muscles, 
and nearly nodular in the insertion areas or 
close to the aponeurosis. It is, therefore, neces- 
sary to move the fingers transversely to the 
direction of the muscle, when they ean be felt 
to roll across an area of thickened tissue. This, 
in the earlier stages, is doughy in feel but, in 
chronic fibrositis, may have almost the con- 
sistency of cartilage. Since these indurations 
are integral parts of the muscle, they can be 
moved only with it, not within it. Both sides 
of the back should be examined in every case, 
and fibrositis should not be diagnosed unless 
the typical fibrositic hardenings can be felt. 


In palpation, the sensitive pads of the distal 
phalanges, held almost parallel with the sur- 
face, should be employed (never the finger-tips) 
with a firm smooth pressure, which should be 
as delicate as is consistent with adequate 
palpation of the deeper muscle-layers. Rough 
handling will throw the muscle into spasm, 
rendering palpation of the nodules very diffi- 
cult. Assiduous practice is needed to develop 
a sure and.rapid technique, but the physician 
is well rewarded when he first feels an indura- 
tion roll beneath his fingers, not infrequently 
with an outery from his patient, who may even 
complain that he is experiencing another 
twinge of his angina or his appendicitis. 

It is well to remember that not all fibrositic 
hardenings are tender. Old lesions, in which 
the inflammatory process has gone on to its final 
fibrotic stage, without the involvement of sensi- 


tive nerve-fibres, may be completely silent, 
leaving, as it were, their dead bodies, to be 
discovered by the tactus eruditus. 

There are two therapeutic tests which may 
be employed, in an attempt to decide whether 
the supposed visceral pain is really rheumatic in 
origin, If it is, it will usually yield to exhibi- 
tion of the salicylates, combined with rest and 
heat, or to the procedure recommended by Cope- 
man of the injection of 10 to 50 ce. of 4% 
novocain into the point of maximum tenderness: 
2.€., into the induration itself. 


The anterior branches of the thoracic nerves supply 
the walls of the chest and abdomen, including the inter- 
costal muscles, their posterior fibres supplying the great 
muscles of the back. The lateral cutaneous branches of 
the first four supply the breasts and the skin of the 
thorax, the lateral cutaneous branch of the second sup- 
plies the surface of the medial and posterior region of 
the arm. Although arising in the thoracic spine, the 
anterior divisions of the lower thoracic nerves, which 
supply the abdominal wall rise toward the surface only 
in the lumbar region, traversing the mid and lower back 
muscles in their course, and sending twigs down as far 
as the glutei. 


It will be seen, therefore, what wide possi- 
bilities for pain are present in fibrositis of the 
spinal muscles. Fibrositis of the middle fibres 
of the trapezius on the left side may produce an 
anginal type of pain (T 2, 3, 4): of the cervical 
muscles, headache: of the deltoid or teres major, 
abnormal sensations of the hands, which may 
suggest such conditions as Raynaud’s disease, 
or a neurological lesion: of the scalenus anticus, 
a mimicry of gall-bladder disease (T 6, 7, 8): 
of the lumbar muscles, appendiceal or ovarian 
pain (T 9 to 12): of the glutei, sciatica. 


CASE 1 


Mrs. D.L. Rather obese white female, aged 52 years, 
seen first complaining of numbness in the left side of 
the face and neck, and numbness, pain, and feeling of 
heaviness in the left arm, hand, and left side of chest. 
These symptoms appeared suddenly, and lasted several 
days, gradually diminishing in intensity. There was no 
history of previous pain in that area. Although no 
definite neurological signs could be found, a tentative 
diagnosis was made of cerebral vascular spasm, or 
thrombosis, The patient was sent to a convalescent home, 
but was re-admitted the same night, with dyspnea, con- 
stricting pain in the left chest, pain in the left shoulder 
and down the left arm. 

She was given oxygen and treated as a case of myo- 
cardial infarction. Two electrocardiograms several days 
apart showed normal tracings. Later examination, by 
the authors, revealed gross muscle-spasm, in the upper 
left erector spine group and left trapezius, with distinct 
tender hardenings in both muscle-groups. Pressure on 
the hardenings in the middle third of the left trapezius 
caused pain in the left arm, as well as at the site of 
stimulation in the trapezius. Pressure on hardenings in 
the upper third of the trapezius produced pain in the 
left side of the neck and face, and in the left occipital 
area. Pressure on hardenings in the left upper erector 
spine muscles gave sharp pain under the left breast, and 
a sense of constriction in the left side of the thorax. 
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The patient was treated for her fibrositis, and is now 
well, with no recurrence of her complaints (Fig. 1). 


Fig. 1 Fig. 2 Fig. 3 

Fig. 1.—I, II, 111. Fibrositie muscular hardenings. 
1, 2, 3. Corresponding areas of pseudo-visceral pain. 
Fig. 2.—M.H. = area in which muscular hardenings 
were palpated. Fig. 3.—R.P. = area of pseudo-visceral 
pain. 

CasE 2 

Mrs. W.L. White female, aged 35 years. Married: 
2 children by Cesarean section. Had been bothered by 
@ nagging pain in the right lower quadrant, off and on, 
for 2 years. She occasionally had attacks of acute right 
lower quadrant pain, without systemic disturbance. She 
had been examined on several occasions, and a diagnosis 
made of chronic appendicitis. 

The patient was first seen by the authors during an 
acute episode, in which the pain was accompanied by 
nausea, vomiting and diarrhea. A diagnosis had already. 
been made of an acute exacerbation of a chronic ap- 
pendicitis, and the patient had been admitted for the 
purpose of operation. Not in harmony with this diagno- 
sis were a complaint of ‘‘numbness’’ in the right 
anterior upper thigh, and objective findings of hyper- 
esthesia. in the same area, together with a normal 
temperature and white blood cells. Pelvic and rectal 
examinations were negative, although there was quite 
marked tenderness, both to light and to heavy pressure, 
in the right lower quadrant. 

Examination of the musculature of the back revealed 
extensive fibrositis. Pressure on hardenings in the right 
lumbar region elicited sharp pain in the right lower 
quadrant, reproducing the patient’s original distress 
(Fig. 2). Following treatment of the fibrositis, the 
symptoms disappeared, and the patient has been almost 
completely free from distress for the past 12 months. 
Occasionally, she has mild pain in the right lower 
quadrant, which is relieved by heat and massage to the 
low back (Figs. 2 and 3). 


CASE 3 

Mrs. W.G., aged 57 years. This patient had suffered 
from pain and stiffness in the left arm for 2 years. 
For 2 weeks, she had had ‘‘ pain in the heart, with short- 
ness of breath on exertion. Hurry, worry, exertion, 
movement of the left arm, all produced the ‘‘heart 
pain’’. The heart appeared normal, on physical exam- 
ination, and the electrocardiogram was negative. Fibro- 
sitis was found in the trapezii, and the erector spine, 
and pressure on the hardenings in the latter muscle, on 
the left side, reproduced the ‘‘heart pain’’. Physio- 
therapy to the back muscles has given her complete 
relief. 


SUMMARY 
We have described a type of referred pain, 
superficially identical with referred visceral 
pain, but not initiated by visceral disease or 
dysfunction (although it can, at times, produce 
the latter, reflexly). This we term pseudo- 
visceral pain. 


ANTISTINE 
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2. We have suggested a mechanism for this 
pain, and pointed out its significance in differ- 
ential diagnosis. 

3. Three cases have been selected to demon- 
strate the above type of pain, in striking 
fashion as well as the result of treatment 
directed to the fibrositis. 
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CLINICAL TRIALS WITH ANTISTINE 
Arthur L. Hudson, M.D. 
Toronto, Ont. 


[PURING the past year and a half the allergic 
patient has been afforded relief of some of 
his distressing symptoms by two new anti- 
histamine preparations. These drugs, benadryl 
(Parke Davis & Co.) and pyribenzamine (Ciba), 
although differing slightly in chemical formula, 
give similar clinical results. On reviewing the 
literature, there is no doubt as to the effective- 
ness of these preparations in certain acute al- 
lergie reactions, while in some of the chronic 
conditions the results are questionable. 
Feinberg gave a complete report on the use 
of these two drugs and reviewed all the litera- 
ture on histamine in the mechanism of anaphy- 
laxis and allergy. Epstein compared them in a 
small series of patients. Both of these authors 
found pyribenzamine superior to benadryl in 
(1) relieving symptoms and (2) producing 
fewer side reactions. Recently Osborne et all. 
reviewed the literature and reported a varied 
series of allergic skin conditions treated with 
pyribenzamine. In attempting to clarify the 
patient’s position and what to expect from the 
use of these antihistamines, the following table 
is offered as a cumulative result from published 


data: 
TABLE I, 


Estimated benefit 


Disease as a percentage 


Acute urticaria 
Chronic urticaria—Including drug eruptions 
and urticarial physical allergies 
Atopic and infantile eczema 
Pruritus—From whatever cause including 
scabies and drug eruptions .......... 20 to 45 
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It is thus well established that benadryl and 
pyribenzamine are valuable drugs in the relief 
of certain allergic skin reactions. The dis- 
agreeable side affects noted have been drowsi- 
ness, dizziness, nausea, fainting, double vision 
and excitability. These are more frequently 
seen with benadryl. They are more commonly 
seen with high doses of the drugs or with pro- 
longed use. 

W. Brack (Basel) reported a series of 100 
patients suffering from itchy skin eruptions 
treated with antistine (2 CN-phenyl-N-benzyl- 
aminomethyl-imidazolin). This author found 
that in all cases of urticaria, neurodermatitis, 
atopic eczema, lichen planus, psoriasis and 
seabies, the itchiness was eliminated or 
markedly diminished. 

This drug has recently been marketed by the 
Ciba Company under the trade name of anti- 
stine; a supply of this material was kindly 
given by the manufacturers in order that its 
affects on certain allergic disorders could be 
observed. The use of antistine was restricted 
to those cases in which benadryl or pyribenza- 
mine had not given satisfactory relief or was 
discontinued because of annoying side effects. 


TABLE II. 
No. of No 
cases Improved change 
o* 


Neurodermatitis (generalized) . 2 





AtOpie: Germiatitis: ....cccccess 4 _ 

2t 1 
Erythromelalgia ............. 1 1 
Pruritus (generalized) ........ 1 1 
PUNOER GOP cine cncddescveeas 3 3 
Urticaria— 

MOD. ckcdwviasasesasives 2 2* 

SEE: bebe vd teins neesass 5 5* 
Urticaria pigmentosa ......... 1 1t 
eer eee 2 2t 

* Marked improvement. 
+ Moderate improvement. 
CasE 1 
Generalized neurodermatitis, 25 years’ duration. 


Many forms of therapy, including narcosis, prolonged 
immersion in soothing solutions, and an adequate trial 
with benadryl failed to give relief. He was given 200 
mgm. of antistine three times daily for four weeks, and 
experienced about 75% relief from his itchiness. There 
was no change in the appearance of the skin. No ill 
effects were noted with this dosage. At the present time 
the patient is receiving 50 mgm. of pyribenzamine twice 
daily and the benefits noted from the use of antistine are 
continuing. 


CASE 2 


Generalized neurodermatitis, 10 months’ duration. 
Topical applications and bed rest had failed to arrest 
the spread of this eruption. A dosage of 100 mgm. of 
antistine three times daily was given for four days and 
the dose was then doubled, and given for three weeks. 
Locally 5% boric acid ointment was applied. After~10 


days’ treatment, the eruption was not so marked and 
itchiness was absent. When last observed, six weeks after 
discontinuing antistine, the skin was almost normal. 


CASE 3 
Infantile eczema. This young female, aged 11 years, 
had a severe eczematous eruption of the face, neck, 
popliteal areas, antecubital areas and elsewhere on the 
body and extremities. Along with the skin eruption the 
patient had asthma which had been increasing in 
severity for 3 to 4 months. Benadryl had been given 
for some weeks with no benefit. A dose of 50 mgm. of 
antistine was first prescribed three times daily; after 
4 days 50 mgm. was also given at bedtime. The pulmon- 
ary symptoms began to subside after about 10 days and 
the skin (to which calamine liniment was being applied) 
began clearing after 2 weeks of therapy. At the end 
of 4 weeks the chest was completely clear and the skin 
showed only pigmentation on the previously eczematized 
areas. At present (3 months later) the patient is still 
receiving 50 mgm. of antistine in the morning and at 
bedtime and has had no return of her disease. 


CASE 4 


Atopic eczema, 5 to 6 years’ duration. No benefit 
was noted when 200 mgm. of antistine was given thrice 
daily for about 4 weeks. 


CASE 5 


Atopic eczema, many years’ duration. Previously 
treated with x-rays. Improvement was indefinite but 
there was some decrease in the itchiness of individual 
lesions. 


CasE 6 
Atopic eczema, 3 years’ duration. Response to bena- 
dryl and histamine azoprotein had been indifferent; 200 
mgm. of antistine were given three times daily for 4 
weeks. The patient noted marked diminution of itclti- 
ness first followed by disappearance of all but 2 or 3 
eczematous areas. 


CASE 7 
Chronic urticaria, 5 patients with persistent urticaria, 
who had obtained symptomatic relief from benadryl but 
complained of sleepiness and occasional episodes of 
nausea were given antistine; 100 mgm. of antistine four 
times daily controlled the eruption and there were no 
side effects. 


CASE 8 
One patient with an annoying generalized pruritus 
following treatment for pediculosis of the pubic and 
axillary regions was given 200 mgm. of antistine four 
times daily for 10 days with no symptomatic benefit. 


CASE 9 
Erythromelalgia. A patient whose complaint was 
red, itchy swollen hands and feet, who had been treated 
over 2 years with only slight improvement was given 
large doses of antistine with no benefit. 


CasE 10 


Urticaria pigmentosa. A female patient with this 
disease was received 100 mgm. of antistine four times 
daily for three months. She has shown only an oc- 
casional new lesion and the older pigmented areas are’ 
fading. During this period there has been no itchiness. 


CasE 11 
Senile pruritus. Two elderly patients with xero- 
dermatous skin, given 200 mgm. of antistine four times 
daily obtained only moderate relief. 


CASE 12 
Pruritus ani. Three patients with idiopathic 
pruritus ani were not benefited with large doses of 
antistine. 
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CasE 13 


Acute urticaria. One ampoule (100 mgm.) of anti- 
stine was given slowly intravenously to 2 patients 
exhibiting giant urticarial lesions, edema of lips and 
periorbital skin. In 30 seconds there was relief of the 
itchiness and in 5 minutes the lesions began to disappear. 
One hour after the injection the patients were given 100 
mgm, of antistine and this dose was repeated 4 times 
daily for 10 days. The eruption was completely con- 
trolled. The injection intravenously was accompanied by 
a feeling of tightness in the nose and throat and a sense 
of light headedness. 


COMMENT 


Best results were noted in the urticarial 
groups. The 2 patients with neurodermatitis 
(not typically atopic) were markedly relieved. 
Of the 5 atopic eezemas treated only one (a 
child) was completely cleared but 3 others were 
subjectively better. Pruritus ani, erythro- 
melalgia and itchiness following treatment for 
pediculosis were not benefited. 

The administration of antistine to 21 patients 
is reported. The diseases were those which are 
commonly considered to have an atopic etiology. 
No side effects were noted except in one pa- 
tient who complained of double vision when 
receiving 200 mgm. of the drug four times 
daily. This symptom disappeared when the 
dose was decreased. Intravenous injection of 
antistine was used only twice with marked 
benefit. 

CONCLUSIONS 


Antistine appears to be somewhat superior 
to benadryl and pyribenzamine as an antihista- 
mine drug, as it may control symptoms when 
the latter drugs do not and it is productive of 
side effects only when used in exceptionally 
large doses. 

It should be stressed that the antihistamine 
drugs are of use only in relieving symptoms 
and should be used only when symptomatic 
cure is desired or when other investigative or 
therapeutic measures are being caried out. 

Antistine when given intravenously should 
be administered with the patient lying down 
and must be given slowly. 

The author wishes to thank Dr. E. Dillane for help 


in following these cases and Dr. R. F. Farquharson for 
his comments, 
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WATERS’ EXTRA-PERITONEAL 
CHSAREAN SECTION* 


R. T. Weaver, M.B., D. L. Adamson, M.D. and 
F. L. Johnson, M.D. 


Hanulton, Ont. 


HE satisfactory management of the woman 
in labour with cephalo-pelvie disproportion 
associated with infection has been a most 
serious obstetrical problem throughout the ages. 
Many techniques of operative delivery have 
been devised in an attempt to reduce the 
terrible mortality rate for both mother and 
child, The names of Porro, Portes, Latzko, 
Sanger, Phaneuf and now Waters of Jersey 
City, will always be associated with this effort. 
Waters’ extra-peritoneal Cesarean section, 
first described by him in 1940, overcomes all the 
objections to the other techniques, although it is 
quite true that this type of Cesarean is techni- 
cally somewhat more difficult than the ordinary 
lower uterine section and also requires a little 
more time. Our staff was very conscious of the 


need for improvement in the handling of the 
infected parturient and weleomed Dr. Waters’ 
technique as a major advance in obstetrical sur- 


gery. We performed our first Cesarean of this 
type in September, 1941, and up to this time 
have done a total of 60 cases. A report of this 
small series seems justified in view of the fact 
that this very valuable and practical procedure 
has not yet become generally practised by 
obstetricians, although it is seven years since 
Waters published his excellent paper. 

Most of our operations have been on defi- 
nitely infected or potentially infected patients. 
However, this type of Cesarean has been per- 
formed on several individuals where the 
indications for abdominal delivery were nut 
complicated by infection. This was done 
deliberately in an attempt to improve our tech- 
nique and so shorten the time of operation and 
to familiarize ourselves with the possible diffi- 
culties incident on previous laparotomy. We 
have followed fairly closely the technique as 
described by Dr. Waters. In our early cases 
most of the separation of the bladder and peri- 
toneum was done by blunt dissection with a 
gauze sponge. This procedure was tedious and 
more liable to traumatize the bladder. We 


* Read at the Twelfth Annual Meeting of the Cana- 
dian Gynecological Travel Society, September 27, 1947. 
Department of Obstetrics, Hamilton General Hospital. 
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then began to use sharp dissection with scissors 
which has reduced both our operating time and 
the incidence of injury to bladder and peri- 
toneum. 

At the present time our operating time is 
around the one hour mark. It is only in the 
occasional case that the dissection becomes 
tedious and the time is considerably prolonged. 
Obviously as one performs more of these sec- 
tions the operating time will be decreased. We 
now feel reasonably confident that the time re- 
quired is not much more than for the usual 
double-flap type of Cesarean. Our first extra- 
peritoneal operation was done when one mem- 
ber of the staff was called in consultation at one 
of the small hospitals about 35 miles from 
Hamilton. The patient was a 38-year old primi- 
para who had been in labour, with ruptured 
membranes, for 36 hours and had had three 
vaginal examinations. On rectal examination 
a posterior position was found with the head 
above the ischial spines and the cervix two 
fingers’ dilated. There was a moderate eleva- 
tion of temperature and pulse. A diagnosis of 
cephalo-pelvie disproportion with infection was 
made—an ideal case for an extra-peritoneal 
Cesarean section. This procedure was per- 
formed under nitrous oxide and ether anss- 
thesia, the patient making an uneventful post- 
operative recovery except for some infection 
of the incision. 

The operation is usually carried out under 
spinal anesthesia, supplemented with sodium 
pentothal. This is the anesthetic of choice 
especially as many of the babies already show 
some signs of distress. At the present time, 
with the longer acting anesthetic agents one 
has ample time in which to complete the 
operation. 

As mentioned above some of our cases were 
not in labour, the extra-peritoneal route being 
chosen to improve our technique. The majority, 
however, had had long labours, the longest 
being 114 hours. Many had fever, the highest 
being 102° preoperatively. In one ease the 
membranes had been ruptured for 124 hours 
and in most others 24 hours or more. In three 


of our cases the bladder was perforated and 
was promptly repaired. We think perforation 
of bladder is less likely when using sharp dis- 
section rather than blunt dissection. The peri- 
toneum was opened in 15 of our 60 cases. The 
openings varied from pin points to quite large 
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tears. Of the latter, two had had a lower 
uterine segment Cesarean with adhesions along 
the area of the peritoneum being stripped off. 
We do not consider a small opening a serious 
mishap as it is immediately ligated rather than 
sutured, thus maintaining a closed peritoneum 
when the infected uterus is opened. 

From the beginning we were impressed with 
the smoothness of the convalescence of these 
patients when we would expect a stormy post- 
operative course. Particularly noteworthy is 
the lack of abdominal distension which one so 
often sees following Cesarean section on a pa- 
tient who has had a trial labour of some length. 
The behaviour of the bladder, too, has been a 
pleasant surprise. We have used an indwelling 
catheter for a few days, only in those patients 
with noticeable bladder trauma; very rarely 
have the remainder required even a single 
catheterization. The cases of perforation of 
the bladder had excellent postoperative courses 
and we have been unable to detect any ill 
effects from these accidents. We have been in 
the habit of draining the area behind the 
bladder for three to four days and have had 
only two infected incisions of any consequence. 
There have been two cases of phlebitis. 

We have had two maternal deaths in our 
series, but we do not think the type of Cesarean 
employed was in any way connected with the 
death in either case. In one case a Waters’ 
Cesarean was done without difficulty in less 
than an hour on a short stocky, edematous 
woman after a long labour. Death was due to 
cardiovascular failure about two hours post- 
operatively, and did not seem connected with 
the type of Cesarean performed. The second 
case was a patient in labour 48 hours with rup- 
tured membranes for 30 hours. The presenting 
part was about the spines and the cervix three 
fingers’ dilated. There had been no change in 
the position of the presenting part or dilatation 
of the cervix for fifteen hours. The temperature 
was 102° and pulse rate 160. An intravenous 
was given and a Waters’ Cesarean section per- 
formed without undue difficulty. The following 
day the condition of the patient was very good, 
with temperature and pulse lowered. Patient 
was allowed out of bed on the second and third 
postoperative days and on the evening of the 
third day patient became suddenly cyanotic, 
temperature and pulse became elevated and she 
died in three or four hours, failing to respond 
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to any medication given. <A definite diagnosis 
was not made, and the attending physician sus- 
pected cardiovascular collapse with the possi- 
bility of an embolus but this was not estab- 
lished. Here again the type of Cesarean did 
not appear to have any bearing on the outcome. 

We have had five fetal deaths in our series. 
Two of these babies had congenital anomalies 
incompatible with life. The other three were 
all delivered from patients showing definite 
signs of intrauterine infection and were in poor 
condition when the sections were performed. 
We feel this figure for the babies is high, but 
when one considers the condition of many of 
these cases at the time of delivery it seems more 
reasonable. Also if vaginal deliveries were per- 
formed the mortality rate for the babies would 
approach 100%. The following case emphasizes 
the value of this procedure. 

A 28-year old primipara was sent by ambulance from 
a small town nearly 90 miles away. She had been in 
active labour for over 100 hours with rupture of mem- 
branes prior to its onset. During that time she had had 
a number of vaginal examinations, four of them on the 
day of admission. When she reached the hospital she 
had a temperature of 101.2, pulse 120, respirations 28, 
fetal heart rate 180 and there was a very foul vaginal 
discharge. Examination revealed a heavy male type of 
pelvis, and a very large fetus, the head in transverse 
arrest with over riding skull bones. These abdominal 
and rectal findings were confirmed by x-ray. The cervix 
was thick and edematous and about four fingers’ dilated. 
As vaginal delivery would be fatal to the fetus and 
extremely hazardous to the mother, a Waters’ extra- 
peritoneal Cesarean section was performed under spinal 
anesthesia. A ten pound five and a half ounce baby was 
delivered without much difficulty. Except for moderate 


infection of the lower end of the incision both mother 
and child made an uneventful recovery. 


We are convinced that this type of section 
will be of value on numerous occasions. The 
procedure will permit of a more thorough trial 
labour in border line pelves. It will decrease 
the incidence of peritonitis and death in in- 
fected women delivered by the more common 
types of Cesarean section. It will eliminate the 
need for hysterectomy in infected pregnant 
women and will save the lives of many babies, 
who may, without it, be delivered by difficult 
and dangerous vaginal operations. Patients may 
be transported some distances to centres where 
this procedure can be performed. 


SUMMARY 


A brief report has been made on a series of 
60 consecutive cases of Waters’ extra-peritoneal 
Cesarean section. It has shown a rather high 
incidence of perforation of the bladder and 
peritoneum but with no obvious effect on the 
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postoperative course. The operative time has 
been reasonable and the technique does not seem 
very difficult to acquire. It is the hope of the 
authors that a wider use will be made of this 
very practical solution of a difficult obstetrical 
problem, 


CONCLUSIONS 


1. The Waters’ extra-peritoneal Cesarean sec- 
tion is a major advance in obstetrical surgery. 

2. The added length of operative time is not 
sufficient to discourage its use. 

3. The accidents incidental to the procedure 
are not likely to become really serious, 

4. The technique can be mastered by most 
obstetricians. 
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SCOLIOSIS* 
Clarence A. Ryan, M.D., C.M. 
Vancouver, B.C. 


HIPPOCRATES" was the first to employ the 
term scoliosis, and he gave a good descrip- 
tion of its diagnosis and treatment. But his 
lack of anatomical knowledge led him to classify 
scoliosis as a ‘‘dislocation’’. The first sugges- 
tion that scoliosis might be developmental in 
origin is found in the writings of Galen, who, 
in 200 A.D. referred to scoliosis as a ‘‘vesti- 
mentary deformity’’. Therapy seems to have 
been overlooked up to the time of Paul of 
AXgina, who devised wooden splints for correct- 
ing the deformity, in 650 A.D, However, even 
with this brief ‘reference, therapy does not ap- 
pear to have progressed, and it is not until 
we come to the writings of Paré? late in the 
sixteenth century, that we find much further 
reference to treatment. Paré noted the progres- 
sive tendency of the deformity and hoped to 
prevent some of its further development by the 
use of an iron brace which he devised. One 
hundred years later Glisson® wrote on scoliosis 
and described the treatment then in vogue. 
About the same time, Potts? writing in 1779, 
mentions a ‘‘palsy of the lower limbs’’ and con- 
* Prepared from a lecture given to the interns and 


residents of Shaughnessy Hospital as part of a post-war- 
service refresher course. 
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siders this the result of the curvature of the 
spine. 

Almost a full century again goes by before 
we find much of interest in the literature on 
the condition. In 1861, Meyer* published his 
conception, which was theoretical, and he also 
mentioned something about treatment. Lorenz° 
five years later, brings: forward a method of 
relaxing the ligaments. In this same monograph 
he discussed the clinical conception of scoliosis, 
as established by Albert, and the theoretical 
ideas of Meyer. 

Our modern treatment may, perhaps, be said 
to have its inception with the work of Sayre® 
who introduced the use of the plaster jacket in 
the treatment of the deformity. Following 
Sayre, we find Schanz’ advocating ‘‘extension 
by suspension’’, and Lovett® using extension in 
the prone position, then fixing the correction in 
plaster. Wullstein® was apparently the first to 
add diagonal pressure in an attempt to correct 
the curvature. Our present methods of treat- 
ment are, basically, those of the late nineteenth 
eentury — extension, derotation, lateral correc- 
tion. 

CLASSIFICATION 

The clinical classification offered by Schul- 
thesis’® will give us a basis for our further 
discussion. Schulthesis divides scoliosis into (1) 
primary; (2) aequired; (3) secondary. In his 
primary group he places the congenital devia- 
tions and malformations; (a) elevation of the 
scapula; (0) cervical ribs; (c) sacralization of 
the lumbar spine; (d) hemi-vertebre; and (é) 
asymmetries of the intervertebral discs. Under 
acquired, he places; (@) anomalies secondary to 
disease (rickets, neoplasms, tuberculosis, arthri- 
tis, typhoid spine and tetanic kyphosis); (0) 
osteopathies (softening of the bones with epi- 
physeal rarefaction from chronic avitaminosis) ; 
(c) osteoporosis resulting from pressure. of the 
soft tissues adjacent to the spine (suppurative 
cervical lymph nodes, ete.); (d) the osteo- 
malacias in adults; (€) injuries. In the third 
group are placed those conditions secondary ; 
(a) to attitudes (circulatory or cardiac, unequal 
weight bearing); (b) to lesions of the internal 
organs (pleurisy, empyema); (c) -to central 
nervous system affections (post-paralytic, spas- 
tic, meningitic tumours, trauma, hysterical). 

J. J, Mason Brown" gives a much simpler 
classification; (1) postural, 7.e., functional or 
false; (2) structural, 7.e., organic or true. 


“ 


Associated with these classifications, certain 
contributing factors should be considered; (1) 
muscle fatigue; (2) developmental factors (such 
as long or short spinous processes; irregular 
lamine; flat, elongated ribs; unequal leg 
lengths, with the associated tilted sacro-iliaes; 
and unstable lumbo-sacral joints); (3) consti- 
tutional factors (such as rickets, with soft 
pliable ribs and loose rib anchorage to the 
vertebral body, and epiphysitis and malacias, 
which are frequently the forerunner of severe 
rachitie scoliosis in childhood; (4) habitual 
factors (right or left handedness, posture 
habits) ; (5) congenital variations in the verte- 
bral bodies—form and number, (cervical ribs, 
hemi-vertebre) ; (6) the paralytic and the pre- 
paralytic spine (and the treatment of these) ; 
(7) the rotary element; rotation in the inter- 
vertebral articulations and rotation within the 
structure of the vertebra itself; and (8) abnor- 
malities in pelvie structure. 


For a better understanding of the foregoing 
and to evaluate the course of events, a brief 
review of the embryology and anatomy of the 
spine may help. 


EMBRYOLOGY 


The vertebral column develops through mesodermal 
changes about the notochord. Columns of paraxial 
mesoderm are laid down on either side of the notochord 
and these become segmented into the primitive segments, 
separated from one another by intersegmental septa. 
The cells of these segments differentiate to form the 
cutis plate, muscle plate, and sclerotome. Fusion of 
the individual sclerotomes takes place to form the 
scleratogenous layer, and this layer proliferates rapidly 
to envelop the notochord and surround the neural 
tube forming the membranous vertebral column. The 
original sclerotomes now differentiate into anterior 
and posterior portions, separated by the rudiment 
of the intervertebral fibrocartilage. From the pos- 
terior portion is formed the vertebral arch, the ventral 
portion forming the costal processes. The hinder part 
of the posterior mass joins the anterior mass to 
each succeeding sclerotome to form the vertebral body. 
Each vertebral body, therefore, being formed from two 
segments. This stage is succeeded, in the fourth week, 
by the appearance of cartilaginous centres which appear 
on either side of the notochord. Shortly after this a 
pair of cartilaginous foci appear in the lateral parts of 
the arch, later forming the cartilaginous vertebral arch. 
A separate cartilaginous centre appears for each costal 
process. 


In the eighth week the cartilaginous arch and body 
fuse, and in the fourth month the halves of the arch 
unite on the dorsal aspect of the neural tube. The 
spinous process develops from the junction of the halves 
of the arch, and the transverse processes grow out of 
the vertebral arch behind the costal processes. The 
portions of the notochord contained within the bodies 
of the vertebre atrophy and ultimately disappear, while 
the portions in the centres of the intervertebral fibro- 
cartilages expand and persist throughout life as the 
central nucleus pulposus of each fibrocartilage. 











BLoop SUPPLY 


The circulation of the vertebre is also of im- 
portance in explaining certain anomalies and 
congenital deformities. The body, and most of 
the periosteum, is supplied by the spinal 
branches of the vertebral artery. These 
branches enter the body near the attachment 
of the pedicles, on either side of the body. In 
the dorsal region, the anterior surface and the 
adjacent part of the body of the vertebre are 
supplied by branches of the intercostals. In 
the lumbar area, small branches from the aorta 
pierce the anterior surface of the vertebre about 
the mid-centre line, and supply most of the 
anterior half of the bodies. 

Failure of normal segmentation in the sclero- 
tomes, or failure of normal ossification, or 
failure of the blood supply to a part of the 
vertebra, will all produce abnormalities. With 
sO many various opportunities, one might expect 
that abnormalities would be encountered more 
frequently than is the case. 


ANATOMY 


In the orthograde, the. vertebral column as- 
sumes various curves in its attempt to stand 
erect; an anterior cervical curve, a posterior 
dorsal, and an anterior lumbar curve. 

In the cervical region the bodies of the 
vertebre are short antero-posteriorly, with the 
anterior and posterior surfaces equal in length, 
but the anterior surface is placed lower than 
the posterior so that the superior and inferior 
surfaces slope downwards anteriorly. The 
anterior surface protrudes, at the inferior 
angle, to overlap the upper and front part of 
the succeeding vertebra. The superior surface 
is coneave transversely, with upward project- 
ing lips on either side. The inferior surface is 
concave antero-posteriorly and convex from side 
to side, with shallow coneavities laterally to 
receive the projecting lips of the subjacent 
vertebra. The articular facets are flat and oval, 
lying almost horizontally with a slight medial 
tilt to the superior surface, and a corresponding 
lateral tilt to the inferior surface, producing 
almost a cup-like fitting. The transverse pro- 
cesses project laterally almost in line with the 
body of the vertebra, this position permitting 
interlocking in flexion so that complete flexion 
is impossible. The structure of the cervical 
vertebra and the position of the articular facets 
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permits free movement of the neck in all direc- 
tions, yet with great stability. 


The innervation of the musculature govern- 
ing this region is either intracranial in origin, 
or from the cervical nerves above the sixth 
cervical, so that any involvement of inrervation 
is limited. The amount of weight earried on 
these cervical vertebre is relatively small. 
These factors combine to limit the possibilities 
of scoliosis in this area. Developmental abnor- 
malities are also rare. Torticollis, resulting 
from birth injuries, or spasmodic torticollis 
from local irritation, should not be classified 
as scoliotic. 

In the dorsal area the vertebral bodies are 
flatter, $lightly longer in the posterior border 
than in the anterior, with the articular facets 
pointing almost vertically. The centre of 
weight-bearing is anterior to the centre of the 
vertebral body, but the interspinous ligament 
(the posterior longitudinal) and the ligamentum 
flava, resist anterior bowing. Lateral motion 
is limited by the thoracie cage and the spinous 
attachments of the ribs. Developmental abnor- 
malities and muscle imbalance are more fre- 
quently seen than in the cervical area. 


The lumbar vertebra again permit relatively 
free motion. The opposing surfaces lie hori- 
zontally, the articular facets lie in the sagittal 
plane, facing laterally. The larger interverte- 
bral dises and the muscular control of the 
vertebre assist in the freedom of movement. 
The anterior longitudinal ligament resists 
further anterior bowing. Here any imbalance 
of musculature, associated with the weight- 
bearing factor and the motility, results in an 
increasing curvature and rotation. These 
factors have a bearing on the development of 
secondary lumbar curves, and the treatment of 
such curves. 


DIAGNOSIS 


Until the child assumes the orthograde pos- 
ture, the lesser deformities may pass unnoticed. 
Especially is this the case where a hemi-vertebra 
is the underlying cause. Until the thoracic cage 
tilts about this hemi-vertebra as the child as- 
sumes the sitting-up or standing-up position, 
the deformity may be overlooked. Frequently, 
it is the school physician who first notices the 
malposture. When the cause of this malposture 
is sought, the past history of one in five, of these 
young patients, may give a clue to the etiology. 
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In 80% no cause will be found, and there is no 
relevant antecedent history. Therefore the 
majority of cases fall into the group where some 
inherent muscle weakness is present, or some 
mild central nervous system lesion has occurred 
which has not been severe enough to call atten- 
tion to its occurrence. 


In the diagnosis, the primary curve should 
be differentiated from the secondary, but the 
possibility of a double primary curve must be 
kept in mind. This is important in treatment. 
The primary curve is usually the greater, it is 
less flexible, and more difficult to correct, and 
the trunk is usually shifted toward the primary 
eurve. The primary and secondary curves usu- 
ally balance one another, but where muscle 
imbalance is present a compensatory imbalance 
may exist, If the primary curve is great and 
involves many vertebre, the secondary curve 
may be too short’to permit compensation. X-rays 
should be made with the patient standing, lying, 
bending forwards, bending to right and left, 
and, where a pelvic tilt is present, with this 
corrected and the patient standing in the 
corrected position. 


In the milder cases, subjective symptoms may 
be lacking. In the more prominent curves, 
symptoms may appear at any age depending 
upon the amount of muscle strain produced by 
the deformity. In the third and fourth decades 
symptoms usually increase as a result of the 
continued muscle strain and the onset of 
arthritic changes in the spine, The primary 
thoracic curve may be symptom-free, while the 
more mobile, secondary, lumbar curve produces 
distress. 


TREATMENT 


Treatment, as yet, is not ideal. While we 
ean, and do, produce considerable improvement 
in the body contour, the cosmetic end-results 
still lack perfection. So long as the body is 
clothed, the improved posture permits the resi- 
dual deformity to pass unnoticed. The aim of 
all treatment is to produce a correction of the 
deformity and to maintain this correction. 
Treatment is therefore dependent upon the stage 
and type of the curves, whether the spine is 
still mobile or whether it is fixed, and if fixed, 
whether arthritic changes are a factor. The first 
stage in treatment is an attempt to mobilize the 
spine and to develop the musculature. This is 
brought about by exercises and manipulation. 


Teschner,?? Truslow,’* Estor,’* Steindler’> and 
others, have described various exercises and 
manipulations. The exercises should not be con- 
fined to the muscles of the back, alone, but 
should involve the muscles of the hips and 
abdomen as well. 

Extension was considered at one time to be 
of value in the treatment. It is now felt that 
extension is of little use in correcting the de- 
formity, except for such correction as can be 
obtained by it at the time of applying a plaster 
jacket support. Extension, at this time, should 
be augmented by a derotation of the deformity, 
plus oblique pressure to aid in correcting the 
curve. Treat the primary curve first, keeping 
in mind that two primary curves may be pres- 
ent rather than a primary and a secondary. 
Where differentation between primary and sec- 
ondary curves is difficult, treat the most deform- 
ing curve as a primary curve. If a compensated 
curve, or a relatively good correction cannot’ be 
obtained, it is doubtful whether any method of 
fixation will retain such correction as may be 
obtained. 

Where “any known etiological factor is 
present, and still active (rickets, etc.) this 
should, of course, be treated primarily. Where 
unequal leg length or an unstable lumbo- 
sacral joint is encountered, these must be 
equalized or fixed before further treatment is 
undertaken. In paralytic scoliosis, an attempt 
should first be made to improve the muscle im- 
balance by fascial transplants. Schepelmann™ 
devised an operation to transplant the erector 
muscles of the spine, but this did not prove 
satisfactory. In correcting the dorsal curves, 
Sauerbruck”’ tried resecting some of the ribs, 
but this also has not proved of much value. 

To assist in correcting the deformity, Hoffa‘ 
devised an appliance, which was later modified 
by Bradford and Brackett. This appliance held 
the pelvis fixed, while pressure was applied to 
the curve of the deformity, with counter pres- 
sure against the scapule and pelvis, and trac- 
tion to the head, with the patient erect. 
Galeazzi’® fixed the pelvis, with the patient 
standing with the body forward flexed to the 
horizontal, then applied pressure to correct the 
eurve. I have described”? my own ideas of a 
derotating chair. This chair was never put 
into general production, but I have not seen 
any apparatus which supersedes it for the 
purpose for which it was designed. 
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When it is felt that the ultimate of mobility 
in the spine has been obtained, correction by 
use of plaster jackets is proceeded with. The 
method of correction with plaster has been de- 
scribed by numerous authors and need not be 
repeated here. **?> While in the plaster 
jackets, exercises must be continued. Some 
patients ean touch their toes, while in the casts, 
without difficulty. If this cannot be done with 
relative ease, or if there is sciatic discomfort, 
flexion exercises will produce a flexion of the 
spine and so defeat their purpose. 

When correction of the deformity has been 
obtained, the correction must be maintained, 
and usually a fusion of the spine will be neces- 
sary. As mentioned above, if compensation in 
the curve has not been obtained, even grafting 
may not be sufficient to maintain the correction. 
Where a bone graft alone is utilized, fracture 
of the graft may oecur. Outland and Conn 
state that fracture of these grafts occurs in 
7.3% of fusions. They suggest using parallel 
grafts taken from the tibia, and where long 
areas of the spine must be fused, interlocking 
the grafts. Fusion of more than seven vertebre 
should not be undertaken at any one stage. 

The Hibbs and Albee?’ ** methods of fusion 
have been standard for many years. My prefer- 
ence is for a modification of the Hibbs method, 
using bone chips from the erest of the ilium to 
fill in the prepared bed. If the condition of the 
patient permits, a tibial bone graft may be 
added as in the Albee method and as modified 
by McKenzie Forbes.”* 

At what age should a fusion be done in chil- 
dren? There is little value in trying to fuse a 
spine if the ossification in the vertebre has not 
progressed sufficiently to maintain the correc- 
tion. Risser, in a recent discussion, mentioned 
that if the x-ray films indicate complete attach- 
ment of the iliae crest throughout its length, to 
the ilium, ossification in the vertebre has reached 
a satisfactory stage for fusion. 
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INSANITY AS A CRIMINAL DEFENCE: 
THE PSYCHIATRIC VIEWPOINT 


G. H. Stevenson, M.D., F.R.S.C. 
London, Ont. 


HE excellent discussion of this vexed ques- 

tion by Mr. W. C. J. Meredith, K.C.,* makes 
an important contribution to the better under- 
standing of the problems involved in the juris- 
prudence of insanity and crime. His suggestion 
that the M’Naghten rules be modified by the 
addition of the irresistible impulse feature, as 
has been done in some 17 of the States of the 
American Union, is worthy of very serious 
thought, and a good case has been made for it, 
if the M’Naghten rules are to continue to stand 
as the basis for legal decisions relating to in- 
sanity as a defence for crime. 

To psychiatrists, called upon to testify as to 
the mental condition of accused persons, the 
M’Naghten rules, with or without this proposed 
amendment, appear to be no longer suited to a 
modern and intelligent presentation of psychi- 
atric knowledge.t 

Mr. Meredith has frankly stated the weak- 
nesses of the M’Naghten rules as embodied in 
section 19 of the Criminal Code, and these do 
not need to be reviewed at any length, It might 
be noted, however, that they were devised at a 
time (1843) when there was little scientific psy- 
chiatric knowledge, and they dealt only with the 
intellective aspects of mental function, ignoring 


* Irresistible Impulse and Crime, Canad. M. A. J., 54: 


383, 1946. Insanity as a Criminal Defence: A Conflict of 
Views, Canad. Bar Rev., 25: 3, 1947. 

tA questionnaire based on this paper was sub- 
mitted to more than 100 psychiatrists across Canada. 
Their replies, largely supporting the views here pre- 
sented, are incorporated in a second paper entitled 
‘Insanity as a Defence for Crime: An Analysis of 
Replies to a Questionnaire’’, which was published in 
the October issue of the Canadian Bar Review. 
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the fact that much behaviour, criminal and 
normal, is related to emotional and instinctive 
factors (which can also become diseased). The 
M’Naghten rules, however, were a fine contri- 
bution to jurisprudence for the time at which 
they were formulated, and the fact that they 
have stood on the statute books for more than 
a century, with practically no modification dur- 
ing all that time, and without too much criticism 
of them until recent years, and with relatively 
few judicial miscarriages as a result of them, 
speaks well for the solid achievement of the 
14 judges who produced them. 

Mr. Meredith’s article indicates that many 
members of the legal profession are not satisfied 
with the rules as they stand, and psychiatrists 
are certainly not satisfied with them, and the 
duty of the two professions is to find a better 
answer, by a modification of the rules, as sug- 
gested by Mr. Meredith, or by some new method. 

The psychiatrist’s difficulties with the 
M’Naghten rules begin with the administration 
of the oath. He is sworn to tell the whole truth, 
but the rules, because of their concern only with 
the intellective aspects of mental function, pre- 
vent him from telling the whole truth about 
the accused’s mental condition. If he attempts 
to tell of the disorganized emotional aspects, 
which may have caused the crime, he may be 
sharply interrupted by the trial judge, and 
ordered to limit his comments to insanity as 
defined by the M’Naghten rules as laid down 
in section 19. He is in an impossible position, 
—sworn to tell the whole truth and prevented 
by the court from telling it. No wonder psy- 
chiatric evidence at times appears confused and 
contradictory ! 

The psychiatrist’s next difficulty with the 
M’Naghten rules is that they are based on 
symptoms of mental disease, and not on the 
mental disease itself. The rules more or less 
definitely imply that a specified degree of mental 
confusion or a certain set of delusions will 
exonerate the accused from blame, whereas a 
less severe degree of confusion or a different 
set of delusions may not excuse him, and he 
may be convicted. Superficially, the kind and 
severity of symptoms of any disease may appear 
to be related to the severity of the disease, but 
many malignant diseases, especially in their 
early stages, may have very mild, searcely per- 
ceptible symptoms, A small lump in the breast, 
painless and scarcely perceptible, may be an 


extensive and fatal cancer a year later. In 
1843, the severity of symptoms had to provide 
the dividing line between responsibility and ir- 
responsibility, but it would be illogical to say 
today that a person with only mild symptoms 
of paranoid schizophrenia should be executed 
(if he killed his imagined enemy) whereas a 
person with more obvious symptoms of para- 
noid schizophrenia should be found not guilty 
under similar circumstances. In other words, 
the psychiatrie contention would be that the 
presence or absence of a psychosis should be the 
determining factor, not the presence or absence 
of certain symptoms. 

To add ‘‘irresistible impulse’’ to the rules, 
would be to take note of an additional symptom, 
which has the added disadvantages of not neces- 
sarily being a symptom of mental disease, as a 
person under the influence of any powerful 
emotion may have very strong urges, and, as 
has been stated elsewhere, the impulse may be 
only unresisted, not irresistible. If it is scien- 
tifically inaccurate to decide the guilt or inno- 
cence of an accused person on the apparent 
severity of the symptoms, which is the criterion 
of the M’Naghten rules, the scientific inaccuracy 
ean only become enlarged and more hazardous 
by the addition of the symptom of ‘‘irresistible 
impulse’’. It is urged that the clinical entity, 
the disease itself, not the symptoms, should be 
the criterion for judging the responsibility of 
the accused. The presence of a psychosis (7.e., 
a clinically recognizable form of insanity) when 
the act was committed should be synonymous 
with legal irresponsibility’ (providing, of course, 
that the psychosis was not deliberately induced, 
for the purpose of covering a crime the ac- 
cused might commit, as by the ingestion of 
intoxicating amounts of alcohol). 

The psychiatrist’s next difficulty has to do 
with the problem of conducting an adequate 
psychiatric examination. If the requirements 
of the M’Naghten rules were sufficient require- 
ments, the examination need scarcely be con- 
ducted by a psychiatrist and only a few minutes 
with the prisoner in his cell would be sufficient. 
But with the great complexity of known psychi- 
atric conditions, with the recognized importance 
of a dependable social history, with the un- 
doubted need of a most careful physical exami- 
nation (as the present emphasis on psychosomatic 
medicine indicates), with the help of a psycho- 
logist to determine the exact degree of basic 
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data, with a full knowledge of inherited and 
environmental factors, more time and facility 
should be offered the psychiatrist to gain a full 
understanding of the mental functioning of the 
accused person. 

It is important, too, that these examinations 
be made as soon as possible after the accused 
person has been apprehended, so that the 
mental picture and all other features of the case 


may be closely located to the time at which the. 


alleged crime was committed. It is desirable 
that psychiatric examinations be made by a 
board of at least two psychiatrists, selected from 
a panel of highly qualified persons. Examina- 
tions made by such a board would be at the 
request of either the Crown or the defence. 
The board would, of course, not be ‘‘for the 
Crown”’ or ‘‘for the defence’’, but would be as 
impersonally interested as any other medical 
specialist would be, such as the pathologist who 
performs the autopsy. | 

The next difficulty confronting the psychi- 
atrist is the presentation of his findings to the 
judge and jury. It has been taken for granted 
that all evidence should be presented in open 
court to determine the legal responsibility of 
the accused according to the rules of evidence, 
with the privilege of examination and cross- 
examination, and that such evidence be given 
in non-technical language so as to be intelligible 
to the average jury. But should all this be 
taken for granted? Is the average jury capable 
of understanding psychiatric technicalities and 
of coming to a proper decision on the sanity of 
the accused person? (In a recent Ontario 
murder charge, the jury at the first trial found 
the accused sane, even though evidence, some of 
it conflicting, was given of definite mental dis- 
ease and he was convicted and sentenced to 
death. A new trial was ordered, at which the 
same evidence was given, but the jury found the 
accused was insane at the time the crime was 
committed. He was found not guilty because 
of insanity. Two juries, given the same evidence 
at each trial, came to diametrically opposite 
opinions) .* 


* In the following cases, the accused was charged’ with 
murder. In each case the accused had a mental examina- 
tion by the writer, although psychiatric evidence was not 
called for in every case. It may appear from a review 
of these brief synopses, that the juries should not have 
been asked to do more than determine if the accused 
actually caused the death of the deceased. The pro- 
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At the risk of incurring adverse criticism, 
might it be asked if there is not a better way 
of ascertaining the mental responsibility of the 
accused? Would it be unreasonable to ask the 
jury to determine only if the accused actually 
committed the act? If a jury does this, has it 
done all that should be asked of it? If the jury 
found that the prisoner had committed the act, 
the board of psychiatrists’ report would be 
given to the trial judge, to help him to a better 
understanding of the personality of the ac- 
cused, so that he might use his judicial discre- 
tion as to the severity of the punishment to be 
meted out, or to arrange for treatment of his 
mental condition, if a psychopathic condition 
had been discovered.* 

It is suggested that the report of the board 
of psychiatrists be in writing. The report 
might be presented to the judge before the trial 
actually begins, and might also be available to 
both the Crown and defence counsel. Although 
there may be a difference of opinion as to the 


cedure might be further simplified and modernized if 


such terms as ‘‘murder’’, ‘‘manslaughter’’ and ‘‘in- 
fanticide’’ were eliminated in favour of the general 
term ‘‘homicide’’. More even-handed justice could then 
be given by the trial judge, assisted by the reports of 
the Board of psychiatrists. 

Case 1.—A man charged with murder following the 
death of an elderly man he admittedly attacked, believ- 
ing him to be a window peeper, was found not guilty of 
any offence. 

Case 2.—An Indian, said to have been rejected from 
the army because of mental deficiency, although this 
evidence was not given in court, was convicted of the 
murder of a fellow Indian and was executed. 

Case 3.—A sixteen-year old boy, mentally defective, 
was sentenced to death for killing his employer’s son. 
The sentence was later commuted to life imprisonment. 

Case 4.—A young man with intelligence at the moron 
level, was convicted and hanged, following his killing 
of a former employer. 

Case 5.—A married woman, infatuated with another 
man, with whom she had been having sex relations over 
a lengthy period, shot and killed him when he tired of 
her. She was ‘convicted of manslaughter, served a 
sentence in the Kingston Penitentiary, and was then 
released. 


* As is well known, there are not a few unsolved 
murders because the accused is found to be ‘‘ mentally 
unfit to stand his trial’’, because of insanity. If he 
recovers he may be expected to stand his trial but few 
such persons recover. Hence the accused may never be 
brought to trial, no evidence is ever heard in court, and 
there is always the possibility that a person other than 
the accused may have been the actual murderer. Al- 
though not discussed in the body of this paper, in order 
to deal only with the more important features, the writer 
suggests that in all such cases a trial be proceeded with, 
(if not immediately, at least within twelve months), 
having in mind that the jury should be concerned not 
with the mental condition of the accused, nor the pos- 
sible penalty, but only with the problem of whether or 
not the accused person caused the death of the deceased 
person. The report of the board of psychiatrists to the 
trial judge would assist the judge to do full justice to 
the accused. 
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questioning of the psychiatrists in court, it is 
strongly recommended that even if this is done, 
such evidence be heard only by the judge with- 
out the jury, and that insanity not be offered 
as a defence. It is urged that the jury pass 
only on the matter of the actual commission of 
the act complained of as it relates to the ac- 
cused person. 

If insanity were no longer offered as a de- 
fence for crime, there would be no need and no 
excuse for the accused calling for additional 
psychiatric evidence, if he and his counsel were 
not satisfied with the report of the board of 
psychiatrists. The psychiatrists’ report would 
not be related to the matter of defence, but 
only to assist the court in the understanding 
of the mental condition of the accused at the 
time the act was committed. 


These questions and considerations force us 
to consider the question which arises from them 
—should insanity, then, no longer be offered 
as a defence for crime? Although all are 
agreed that acts of violence are at times com- 
mitted by persons who are indubitably psy- 
chotic, it is nevertheless a fact that not a few 
persons accused of serious crime seek to evade 
a conviction by a plea of insanity. Whether 
such a plea is successful or not, there is always 
the possibility that less than full justice may 
be done either to the accused or to society. The 
opposing opinions expressed at times by various 
psychiatrists bring no little discredit to the 
honour of the psychiatrists (whose contrary 
opinions may even be due to the ambiguity and 
restrictions of the M’Naghten rules, and the 
willingness or unwillingness of the psychiatrist 
to be bound by them if he desires to tell the 
whole truth). 

If insanity were no longer offered as a de- 
fence for crime, as here recommended, the trial 
would be on a more dignified basis, there would 
be no spectacle of apparently contradictory 
evidence, and the trial judge would be able to 
deal more judiciously with the problems in- 
volved, and there would be more respect for the 
justice that would be dispensed, and certainly 
fewer judicial errors than at present. 

Moreover, it may be asked if the concept of 
criminal -responsibility is not more related to 
the more primitive emphasis on punishment and 
retribution, rather than to the more modern 
concept of an attempt to understand all the 
factors that may have led the accused into 


crime. There is a need for a more scientific 
criminology based partly, at least, on adequate 
treatment of the convicted person, with the 
hope of salvaging from him what may perhaps 
be salvaged, or if nothing can be salvaged, then 
segregating him humanely and usefully apart 
from society for the protection of the public. 


If we become less concerned with punishment 
of the convicted prisoner, and more concerned 
with his social treatment, insanity as a defence 
for crime may cease to have much significance. 
The board of psychiatrists’ reports to the trial 
judge should enable the latter to evaluate the 
psychic features with greater understanding, 
and he could use his discretion as to the type 
of social treatment which would not only serve 
society best, but also serve the best interests 
of the accused. 


Although I have been cautioned not to bring 
irrelevant material into this presentation, such 
as a discussion of the death penalty, I cannot 
forego at least one psychological observation on 
this subject. For every crime on the statute 
books, with the exception of murder, the trial 
judge is entrusted with some discriminatory 
authority as to the penalty he imposes, having 
due regard to all the circumstances involved. 
But if the verdict is murder, we the people, 
through our elected parliamentary law-makers, 
refuse to permit the judge to use his judgment. 
We force him to impose our judgment on the 
prisoner—the sentence of execution. Whatever 
the reasons and the rationalizations for the 
death penalty in the past, there would seem to 
be no doubt that it is diametrically opposed to 
present-day scientific reformative criminology. 
The compulsory imposition of the death penalty 
has deep psychological significance, the explana- 
tion of which need not be discussed here, but 
is there any reason why the trial judge should 
not have discriminatory judgment in murder 
cases, permitting’ him to impose one of several 
optional sentences, if in his opinion there are 
unusual factors which might warrant a less 
drastic disposal ? 

It is worth noting, in this connection, that 
although the death penalty can be imposed on 
a person convicted of rape, the judge is not 
required to impose this sentence, but has the 
power to impose a less severe penalty. It is 
suggested the trial judge have the same dis- 
criminatory authority in murder cases. It is 
equally worth noting, that insanity is rarely 
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offered as a defence for rape, possibly because 
the death penalty is so rarely imposed for this 
crime. 

If insanity could no longer be offered as a 
defence for crime, and if the death penalty 
were not the only penalty for murder, the prob- 
lem of the mental condition of the accused 
would become much less a matter for argument. 
If the board of psychiatrists were in doubt as 
to the actual presence of a psychosis, or if they 
held conflicting opinions, a penitentiary sentence 
could still be imposed with safety and with 
justice. The modern penitentiary should be 
equipped with psychiatric observation and 
treatment facilities. If the penitentiary psy- 
chiatrist on prolonged observation found no 
psychosis, the sentence and its social treatment 
would run their course. On the other hand, 
if the penitentiary psychiatrist discovered that 
an actual psychosis were present, the prisoner 
would have psychiatric treatment for it, and if 
he recovered, his case could be referred ulti- 
mately to the parole board or other legally 
authorized agency, for reconsideration. If the 
prisoner did not recover from his psychosis, he 
would of course remain permanently under 
psychiatric supervision. 

The foregoing comments have referred more 
particularly to ‘‘disease of the mind’’ rather 
than to ‘‘natural imbecility’’, the two types of 
psychiatric conditions which are considered in 
section 19 of the criminal code. But the com- 
ments made are equally applicable to both. 
There is great difficulty, however, in distinguish- 
ing between the lower grades of average or 
borderline intelligence and actual mental de- 
ficiency. These levels of intelligence make a 
graded transition from normaley to deficiency. 
But it should be noted that ‘‘natural imbecility”’ 
is a state not only of limited intelligence but 
of limitation in most other aspects of mental 
activity as well, including the emotional. Here 
again the need is demonstrated for a variety of 
sentences and judicial discrimination, rather 
than a single death penalty for murder as at 
present, An improvement along these lines in 
our jurisprudence would prevent the imposition 
of the death sentence on sixteen year old boys 
of moron intelligence, or the actual execution 
of persons suffering from schizophrenia, as has 
occurred from time to time. A more humane 
and scientific criminology should prevent such 
harsh treatment of mentally abnormal persons. 


The writer realizes that there is a wide gap 
between his rather radical proposals and the 
modification of the M’Naghten rules by the ad- 
dition of the irresistible impulse plea as advo- 
eated by Mr. Meredith. Nor is the writer 
unaware of the great legal difficulties involved 
in either plan. He realizes too the need for 
much thought and exchange of opinions and 
ideas in order to reach a common ground. He 
appreciates Mr. Meredith’s approval of his sug- 
gestion of a meeting between committees of the 
Canadian Bar Association and the Section of 
Psychiatry of the Canadian Medical Association, 
and hopes that such a meeting or meetings may ~ 
not long be delayed. 


SKIN AS A SUPPORTING GRAFT IN 
REPAIR OF HERNIA 


W. T. West, M.D. and E. S. Hicks, M.D. 
Brantford Clinic, Brantford, Ont. 


NUMEROUS papers on the use of skin as a 

supporting graft in the treatment of 
hernie have appeared in the American litera- 
ture.*: + % % 11 We are not aware of any papers 
in Canadian journals. For this reason we are 
reporting in this paper our methods, our results 
and our ideas from experience in 25 eases. 
The attention of our group to the use of skin 
as a supporting graft dates from 1936. The 
senior author (E.S.H.) at that time attended 
the meeting of the British Medical Association 
at Oxford and heard experimental data and 
clinical results on this subject given up to that 
time. Our eases have withstood the test of time 
as they date in varying times from the Oxford 
meeting. 

We all recognize that surgeons have recur- 
rences after hernia operations. By the addition 
of the use of fascia, as originally described by 
W. E. Gallie and A. B. LeMesurier® in 1921 and 
1924, the inguinal recurrences could be reduced 
to 5%. In large ventral herniew the use of 
fascial flaps or fascial strips has improved re- 
sults but still leaves much to be desired. 

As reported by Mair‘ fascia has certain 
disadvantages : 

‘¢(1) The McArthur (1901) method does not give 
enough fascia to fulfil the requirements of the average 
ease. (2) The Gallie technique involves either an exten- 
sive wound in the thigh or a small incision combined 


with the use of a fasciotome. In either case there is a 
risk of postoperative pain referred to the thigh and hip 
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joint of the affected side and the possibility of obvious 
muscle hernia. (3) Infection of the wound in the abdo- 
men is more common after this method of herniorrhaphy 
than by others. (4) Potential gaps exist between the 
strands of fascia and not always do all the strands unite 
with one another. (5) The needle used for the Gallie 
method is large and apt to traumatize the inguinal liga- 
ment. (6) There is a substantial recurrence rate.’’ 

Also Henry N. Harkins? states ‘‘that bridging 
a fascial defect with fascia is seldom necessary 
in the repair of hernie and he has never seen 
a ventral or incisional hernia where the fascial 
layers could not be brought together. Swenson 
and Harkins (1948) reported that in inguinal 
herniz silk gives just as good if not better 
results than fascia, The indication for cutis 
grafts would seem to be, therefore, as a rein- 
foreement of an already carefully executed silk 
(or other non-absorbable material) repair.’’ 

Some writers have objected to skin grafts be- 
cause of the introduction of infection. Uihlein?® 
(1939) reported a 15% wound infection in a 
series of 104 operations. Henry N. Harkins® 
reports one wound infection in 11 operations. 
Goodall"! reports six operations without any 
infection. In our series which includes ventral, 
femoral and inguinal herniz there have not been 
any wound infections. 

When a patient is seen with a large ventral 
hernia, arrangements are made to have the 
patient admitted to hospital two days prior to 
operation so that adequate preparation may be 
earried out. Twenty-four hours prior to opera- 
tion the abdomen is shaved, washed with green 
soap, painted with merthiolate and protected by 
sterile towels. The abdomen is painted again 
just prior to operation with an alcoholic solu- 
tion of gentian violet and brilliant green. 

Technique.—If the patient is obese and they 
quite frequently are, we remove an elliptical 
portion of skin and fat using a transverse in- 
eision. The removal of this fat and skin is a 
distinct advantage because, when the wound is 
finally approximated, it gives an external sup- 
port to the repair and skin graft. We have 
removed as much as 17 pounds of fat from a 
patient. Part of the elliptical portion of skin 
removed is then used as the graft and prepara- 
tion of the graft is left in the hands of one 
man especially allotted from the surgical team. 
He measures the area to be covered, selects a 
suitable piece of skin, free of sear tissue and 
all of the fat is removed using scissors and 
finally it is seraped with a scalpel. The surface 
is also scraped to remove some of the epidermis 


~ 


and antiseptic. The graft is then wrapped in 
gauze moistened in saline until required. We 
always try to repair the hernia and obtain the 
graft with the one incision but if this is going 
to place undue stress on the final skin closure 
then the graft may be obtained elsewhere, 
preferably an area with few hair follicles. 

The hernial sae is located, opened and its 
contents returned to the abdomen. If adhesions 
are encountered they are separated carefully. 
The omentum is repaired where necessary and 
sutured in the position we think best to plug 
the opening. The peritoneal edges are approxi- 
mated as much as possible with interrupted 
cotton sutures. We have tried to definitely 
place our skin graft next to fascial tissue. Ordi- 
narily the peritoneal coat of the ventral hernia 
has developed a considerable amount of connec- 
tive tissue, a projection of the original fascia 
stretched by the hernia. It is dissected clear 
and makes an ideal bed for the graft. The 
dissection is carried well out in all directions. 
The skin graft is applied and kept in place by 
multiple cotton stitches. These are applied so 
as-to produce some mild tension in the graft. 
After the graft is laid in place and outlined by 
basting stitches, it is possible to finish the one 
side and follow the graft over with multiple 
stitches some even in the graft itself. The graft 
should carry well over into good connective 
tissve. 

If it appears that an adequate operation could 
be performed, we do the Mayo type with over- 
lapping of the peritoneal flaps. The external 
fascia is overlapped and over this the graft is 
applied. In this case we would use light cotton 
sutures to fasten the fat to the graft on the 
upper surface. This prevents any fat droplet 
collection or a dead space. We do not use 
tension sutures or drainage. 


Postoperatively an indwelling eatheter, a 
nasal tube and a firm binder are used to prevent 
any undue strain on the repair and the patient 
is kept quiet with sufficient sedative. Intra- 
venous feedings are given for two days and 
when the patient starts to pass gas the catheter 
and nasal tube are removed. The patient is 
advised to move about freely in bed and usually 
is allowed out of bed on the twelfth day. The 
skin sutures are removed on the thirteenth day. 

In all our eases only one has developed a 
weakness after operation and in this ease it 
was possible to see the condition of the graft 
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nine months after operation. This patient, a 
female, aged 24, weight 265 pounds, developed 
a large ventral hernia following a high Ce- 
Sarean section operation elsewhere. On August 
10, 1946, the hernia was repaired using a whole 
skin graft 9.5 em. x 12 em. The patient left 
the hospital on the fifteenth postoperative day 
after an uneventful recovery. She was seen 
one month and four months later and the 
wound was holding well and the grafted area 
was the strongest part. Then seven months 
after her operation she had a severe coughing 
spell and following this she noticed a lump in 
the centre of her abdomen but she did not re- 
port this for another two months. Because of 
the weakness felt on clinical examination it 
was thought advisable to operate and this was 
done on May 14, 1947. After separating the 
fat the original whole skin graft came into 
view. It presented a perfectly smooth, shiny 
surface and the superficial fat was not adherent 
to it. There was no apparent hernia seen 
through the graft but a bulging could be seen. 
On opening the peritoneum there was a general 
bulging but the wound had not given way and 
there was no actual hernial sac. On further 


inspection of the graft, the interrupted cotton 


sutures could still be seen where the graft had 
been sewn to the fascia. The peritoneum was 
sutured with interrupted cotton so as to shorten 
up the peritoneal side of the old repair. The 
edges were overlapped. Over this shortened 
repair a fascial flap (obtained from the thigh) 
was inserted. The skin graft, which had been 
cut transversely, was then overlapped in the 
Mayo method to shorten up the bulging area 
in all directions. Before completing the second 
operation, a piece of the graft was removed for 
microscopic examination. The report was as 
follows: 


‘*Sections of the skin used for hernial repair show 
the epidermal layer completely atrophic and reduced to a 
hyaline structureless membrane in which no cells are 
made out. The dermal layer is also completely fibrous 
and only a portion of one small sweat gland is found 
on section, all remaining dermal structures and glands 
have atrophied. The remnants of the epidermal and 
dermal layer are in most areas fused with the under- 
lying subcutaneous layer which is also fibrous but re- 
mains fairly vascular.’’ 


This type of whole skin graft has also been 
used by us in the repair of recurrent inguinal 
hernie and in inguinal hernie when a good 
rectus flap cannot be obtained.’? The use of 
skin has removed any objection to doing simul- 
taneous double inguinal hernia operations. We 
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can use the fascial graft?? on the one side and 
the skin graft on the other. 

When the skin is used in repair of an in- 
guinal hernia, the split tail procedure is used." 
We have not attempted to repair with skin in 
strangulated cases with any signs of edema in 
the wound. 

One femoral hernia has been repaired and 
the femoral canal blocked with a skin graft. 


CONCLUSIONS 


1. Whole skin grafts provide an adequate re- 
pair for fascial defects in any hernia, especially 
ventral, epigastric and incisional hernie. 

2. The incidence of wound infection following 
repair is very low. 

3. Whole skin grafts have a greater tensile 
strength than fascia. 

4. Microscopically the whole skin graft be- 
eomes hyalinized tissue with good tensile 
strength. 

5. Cotton sutures are an ideal nonabsorbable 
material for repair. 


6. Our experience in the one secondary 
operation opens up wide possibilities in regard 
to furnishing adequate connective tissue sup- 
port. We have proved that such a graft allows 
us to follow the Mayo technique in ventral 
hernia on a second operation. 


7. Fascia and a whole skin graft may be used 
together in the repair of hernie. 


REFERENCES 


. Bascock: Principles and Practice of Surgery, 1944. 
Lewis, D.: Practice of Surgery, Vol. 7, Chapter 9. 
CANNADAY, J. E.: Ann. Surg., 115: 775, 1942. 

ScoLa, J. V.: Am. J. Surg., 66: 249, 1944. 


BERDICHEVSKIY, G. A.: Novy Khirurgichesky arkhiv, 
45: 225, 1940. 


Marr, G. B.: Am. J. Surg., 69: 352, 1945. 
. Idem: Brit. J. Surg., 32: 381, 1945. 


. GALLIE, W. E. AND LEMESURIER, A. B.: Brit. J. Surg., 
12: 46, 1924. 


. HARKINS, H. N.: Ann. Surg., 122: 996, 1945. 
. UIHLEIN, A. J.: Arch. Surg., 38: 118, 1939. 


. GOODALL, R. G. AND GUTHRIE, R. F.: South. Surg., 13: 
135, 1947. 


12. Hicks, E. S.: Camad. M. A. J., 45: 184, 1941. 
54 Brant Ave. 


FPoDmp COFT97P? TP Whe 


Cancer of the stomach is extremely rare before the 
age of 20. X-ray is the best diagnostic medium. Treat- 
ment is essentially surgical, but lack of early diagnosis 
often results in the presence of inoperable lesions, which 
calls for gastrectomy. It does not appear, despite the 
youth of the patients, that gastrectomy has any influ- 
ence upon the hematological curve.-—Funck-Bretano, P. 
and Tubiana, R.: Semaine d, hop., Paris, 23: 1171, 1947. 
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MALIGNANCY OF THE VULVA* 
J. A. Brown, MLD. 
Regina, Sask. 


‘[ HIS paper is a review of the literature on 

malignancy of the vulva, and includes a 
brief summary of the management and results 
as observed in the Regina Cancer Clinic in the 
past fifteen years. 

The vulva comprises the region stretching from the 
mons veneris to the anus and lying between the crural 
folds. It extends inwards up to the edge of the hymen 
including the urinary meatus. A malignant growth 
arising from this region differs greatly in clinical ap- 

earance, spread and requirements for treatment. Histo- 
ogically in this region cancers may spring from kera- 
totic skin, from the more delicate mucosal squamous 
epithelium of the vestibule or from the cylindrical 
epithelium found in Bartholin’s gland or sweat glands. 

The squamous-celled carcinomas are the more 
common, Vulvar carcinoma ranks third in in- 
cidence among genital cancer being about 4%. 
The following forms should be distinguished : 

A. Epidermoid careinoma: (1) labial; (2) 
preputial; (3) perineo-anal. 

B. Vestibular carcinoma: (1) peri-urethral; 
(2) peri-hymenal. 

C. Bartholin gland carcinoma: (1) duct 
(squamous type) ; (2) gland (adenocarcinoma). 

D. Clitoris glands carcinoma. 

K. Hidradenoma carcinomatorum. 

By far the most common type of carcinoma 
of the vulva is that which originates from the 
epidermis, this being twice as common as the 
other forms combined. In a large majority of 
these patients a predisposing factor in the de- 
velopment of a cancerous growth is a leucoplakic 
vulvitis with or without kraurosis. Nowhere in 
the body does one find a more striking example 
of what has been termed a ‘‘precancerous’’ 
lesion. In almost half the cases of leucoplakic 
vulvitis carcinoma has already developed. Car- 
cinoma never arose in cases of simple leuco- 
plakie vulvitis where islands of leucoplakie skin 
were occasionally left through an incomplete 
operation. On the other hand, in leucoplakic 
vulvitis with carcinoma a similar failure to 
remove all the leucoplakic area resulted in the 
development of a new cancer, years later in 25 
to 30% of the cases. 

Taussig states that in epidermoid carcinoma 
the common site is the labium minus but the 


* Read at the Seventy-eighth Annual Meeting of the 
Canadian Medical Association, Section of Obstetrics and 
Gynecolegy, Winnipeg, June 27, 1947. 
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prepuce of the clitoris is almost as frequent a 
site. True cancer of the glans clitoridis is a 
rare disease. The vestibular epithelium, histo- 
logically resembling the vagina rather than the 
skin of the vulva, may be the site of a very 
malignant cancer. Bartholin gland cancer 
shows considerable tendency to metastasize and 
is more malignant than those of epidermoid 
origin. Sweat gland cancers are extremely 
rare and are usually more benign. Fortu- 
nately the highly malignant forms of cancer of 
the vulva are the least frequent. Local exten- 
sion and rapidity of growth in the primary 
tumour usually corresponds with the degree of 
malignancy as determined histologically. The 
cauliflower inverting forms grow more slowly 
than the inverting infiltrating tumours. The 
high percentage of early metastasis to lymph- 
nodes is the most characteristic feature of the 
vulvar cancer and upon it rests the whole 
rationale of treatment. 

In general, enlarged lymph nodes are not a 
reliable index of metastasis and should not 
influence the treatment, because hard enlarged 
lymph nodes may be found without evidence 
of cancer; and small, soft ones contain cancer 
cells. In one-half of our series malignant 
lymph glands were found by pathological 
examination even though they were not sus- 
pected at the time of initial examination. Nor 
does the size of the local lesion help in this 
matter, for one often sees small local ulcers 
with cancer metastasis in the lymph nodes 
many times as large as the primary lesion. Yet 
in spite of this tendency to metastasize to the 
regional lymph nodes, it is striking that as a 
rule the tumour remains limited to the regional 
portion of the body. Autopsies have shown 
that in only a small percentage of cases has 
the cancer extended to the aortic lymph nodes. 
This explains the relatively high percentage of 
eures obtained when the local regional lymph 
node chain was removed together with the 
tumour. There is such a free anastomosis be- 
tween the inguinal regions and the vulva that 
a unilateral removal of lymph nodes rarely re- 
sults in a permanent cure. 


PREVENTIVE TREATMENT 


Leucoplakia providing visual evidence of de- 
generative and atrophic changes of the vulva 
is a frequent forerunner of cancer. If a 
vulvectomy for leucoplakie vulvitis is refused 
by the patient she should be kept under close 
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observation so that the development of an early 
carcinoma is not overlooked. All leucoplakie 
skin must be removed. Senile warts and cystic 
enlargement of Bartholin’s gland, presenting 
after the menopause, should be removed as 
preventive measures. The occasional develop- 
ment of a cancer of the urethral meatus fol- 
lowing chronic irritative lesions should be given 
more serious consideration. Finally, the terti- 
ary luetic ulcerations of the vestibular regions 
should be treated. 


CLINICAL GROUPING OF VULVAR CANCERS 


In deciding the proper method of treatment, 
one must consider not merely the local and 
lymph node involvements of the disease, but 
also weigh in the balance the patient’s general 
physical condition and her ability to withstand 
radical surgery. Age alone should not be the 
guide. Generally speaking, so far as the lesion 
itself is concerned, surgery is contraindicated 
only in those eases in which the cancer has 
extended to the vagina, urethra or sub-pubic 
space; those with adherent lymph nodes; and 
those cases with involvement of the entire 
vulva with vaginal infiltration, or with large 
necrotic inguinal metastasis. 


PRINCIPLES OF TREATMENT 


Many gynecologists favour surgical measures, 


supplemented by radiation. In the operative 
group our routine is a radical modified Basset 
operation followed by postoperative x-ray radi- 
ation. In the inoperable group management 
will be determined by consultation between 
the gynecologist, the radiotherapist and path- 
ologist. 

The treatment may be a palliative dose of 
x-ray ; or a simple vulvectomy followed by radia- 
tion to the inguinal glands; or diathermic 
destruction, partial cautery excision, irradia- 
tion or a combination of these agents. We 
hesitate to resort to radiation treatment alone 
because; (1) vulval cancer metastasizes early 
to the lymph nodes when it can rarely, if ever, 
be completely destroyed by deep x-ray or 
radium pack application. (2) The skin of the 
vulva does not tolerate radiation satisfactorily. 
It is our feeling that many cases of cancer of 
the vulva have been considered hopeless that 
really could have been saved or alleviated if 
the surgeon had adopted a more hopeful policy 
in treatment. 
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In cervieal cancer the presence of a lymph 
node metastasis reduces the cure to about one- 
half of the cases without metastasis; in cancer 
of the vulva, however, if the complete Basset 
operation is done the difference between meta- 
static and non-metastatie cases is only 11%. 


OPERATIVE MEASURES OF THE REGINA 
CANCER CLINIC 


Briefly, some of the principles of the operative pro- 
cedure that we follow at the Regina Cancer Clinic are: 

1. Pentothal sodium and cyclopropane, generally 
speaking, are our anesthetics of choice. 

2. Blood transfusion is commenced at the beginning 
of almost every operation. 

3. In all operative cases, even the earliest, the opera- 
tion must include a radical vulvectomy and a radical 
bilateral gland dissection using the modified Basset 
operation. 

4. The operation may be done in one, two or three 
stages depending on the condition of the patient and 
the extent of the lesion. 


5. Three incisions are made, keeping intact a bridge 
of skin to either side between the inguinal wound incision 
and the vulvar wound incision. 


6. Where the vulvar lesion is infected, a vulvectomy 
is done first; otherwise the lymph node removal has 
preceded the vulvectomy. 

7. In those cases where the cancer is associated with 
a leucoplakia the entire leucoplakic area must be re- 
moved regardless of the size of the cancer even to in- 
clude the perineal region. 


8. During the closure all tissues are approximated. 
Following the operation retention skin sutures are re- 
moved early and the wounds are exposed to warm dry 
air such as an electric cradle. Drains are not used but, 
fluid retention in the wounds, if it occurs, is aspirated 
with a syringe and needle. 

9. If the cancer should recur and provided it is local, 
it should be removed. 

10. Following the healing of the three incisions radia- 
tion is given to all regional gland areas. 

11. We prefer to treat carcinoma of the urethra with 
radium or radon seeds combined with external x-ray 
radiation followed by bilateral radical gland dissection 
rather than surgical excision of the urethra often fol- 
lowed by urinary incontinence. 

12. In malignancy of the Bartholin gland, if the 
lesion is operable, we prefer surgery. 


CANCER OF THE VULVA AT THE REGINA CLINIC BETWEEN 
1932 AND 1946 INCLUSIVE 


ORIGIN 


Right Left Bilateral Total 
Labium majus 21 6 27 
Labium minus 
Labia minora and majora 
Posterior commissure ... 
Clitoris 
Urethral region 
Bartholin 


FORMS OF TUMOUR 
Clinical evidence of glandular 
involvement 

Present Doubtful Absence 
Uleerous 13 1 
Nodose-infiltrative .. 7 3 
Cauliflower 4 6 
Mixed or indefinite .. 2 
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TREATMENT 

Radical vulvectomy bilateral gland and postoperative 

PUREE, «oc ccccdncccedvesesonctesenoeeseses 21 
Radical vulvectomy bilateral gland dissection ...... 2 
Radical vulvectomy and radiation to gland area .... 4 
Badiation Omhy ..cccccccseccccscccccccccccscceces 6 
Symptomatic or refused treatment .............0+- 3 
Total cases of vulvar CANCEr ......cccccccccccccecs 36 
Total cases of cancer of the vulva, pruritus and 

EE Pre Per rT ree TTT Tero eT 24 
Total cases of cancer and pruritus ............006- 12 
COROT GRE HIPRIE once ce cccceccscccscecescecesees 0 
Cancer and condyloma acuminata senilis .......... 0 
COPGUED TORCTIIII o.oo. 6 cccicestcvcsbvcvcseceses 0 
CHAOS CIOERTIEND 2c ccccecceccesscccccesceceees 2 
Superimposed or benign tumour .............+00. 0 
VTE niche siccveecedccseretesvcedoesennes 0 


CLASSIFICATION OF CANCER OF THE VULVA AS TO GROUPS 


Glands found by 
pathological 
examination 

1. Tumour 1 to 3 cm. diameter: No 

clinical palpable metastasis .... 13 7 
2. Tumour 4 to 7 cm. diameter: No 

clinical palpable metastasis .... 8 5 


3. Tumour over 7 ecm. or deeper in- 

filtration or clinical palpable 

gland metastasis .............. 8 8 
4, Large ulcer with vaginal involve- 

ment or large cancerous lymph 


ere CTT ee Ter eT Tee + 4 
5. Far advanced with broken down 
lymph glands and cachexia ..... 3 3 
AGE 
WN OD hai side kidcasiicnrcceucacrcedvnsadeuets 2 
GEUGE sivscekendedsivdceerswineaseesuen 2 
DUONG x5c000s sneeericeedeswessenseneuer 5 
BOUEEE KG eves tarevevecanaedeecenceeteess 8 
GRINS: cbcncdencnscdndadancevenveewoasex 9 
GEOR Te Kéccsecdccdedvawsadacseacereekenda 7 
hd i MTT CECT COTO CCT 2 
MPU CeTeTTEC TTT TTT TTT TT Ter 0 
RESULTS 
Group Alive Dead 
Ei Venu ecckeeserseviannsawee’s 13 a oy 
Bi. SHAN RODEN E ENE OS Ce ENE eR EM 8 6 2t 
T 456006 0000 COneeweasenweenes 8 3 5 
St,  66:VicMebwseeeueteesewauasue + 4 
Di seadeossinadcenvvcsanddevws 3 3 
* Embolism. 
t No radical gland dissection. 
PRIVATE PATIENTS WITH PRURITUS OF THE VULVA 
1932 To 1946 
FV, Ce GOD o.oikdun eh onedissccnndauneness 682 
Pruritus due to leucorrheal irritation, constitutional 
CONItIONS, CC. 2... ccccccecccccccccsccccscces 424 
Pruritus and local benign growth ...........es00- 14 
*Idiopathic pruritus (or undiagnosed) .........+.. 206 
Praritus and lemcoplakin ...cccccccccccccccscsces 26 
Pruritus, leucoplakia and malignancy ............ 12 
Pruritus developing into leucoplakia .............. 10 


Pruritus and leucoplakia developing into malignancy 0 


* Lost track of 31. 


SUMMARY 


In approximately one-half the patients, car- 
cinoma of the vulva is preceded: by leukoplakia. 
If every patient with pruritus vulve were ex- 
amined for leukoplakia change, and all the 


leukoplakic area excised, even if it involved 
the entire vulva, a considerable percentage of 
carcinoma of the vulva would be prevented. 


The writer wishes to acknowledge the help given to 
him by Dr. A. W. Blair, Director of the Cancer Clinic; 
Dr. H. A. Bean, Medical Clinical Associate; and Miss 
Irene McDougall for their assistance in the preparation 
of this paper. 
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CASE REPORTS 


ISCHAEMIC INFARCTION OF THE 
LEFT COLON 


Frank B. Thomson, M.D., M.S.(Tor.), 
F.R.C.S.[C.] 


Vancouver, B.C. 


Infarction of small bowel secondary to vaseu- 
lar thrombosis or embolism is not uncommon. 
Infaretion of large bowel from a similar cause 
is uncommon and, when it occurs, usually in- 
volves that portion supplied by the superior 
mesenteric vessels and is nearly always accom- 
panied by involvement of the distal portion of 
the small bowel. “Infarction of the left colon 
is very rare and is usually due to thrombosis 
or embolism in the inferior mesenteric vessels 
proximal to the bowel wall. The bowel wall and 
involved mesentery in such cases are thickened 
and on section are found to be engorged and 
to have the characteristics of a hemorrhagic 
infaret. Ischemic infarction of the left colon 
due to thrombosis entirely confined to the intra- 
mural vessels is extremely rare and, for this 
reason, I wish to report such a ease. 


A male patient, 55 years of age, was admitted to 
hospital at 4 p.m., October 27, 1946. He stated that 
he had been well until January, 1944 when he was in 
bed for two weeks after an attack of moderately severe 
lower abdominal pain, the cause of which was never 
determined. He had no further trouble until the year 
prior to admission. During that year, one or two days 
a week, he had frequent small, solid bowel movements. 
These were never tarry, bright red, or watery. 

At 8 a.m. on the day of admission he gradually de- 
veloped a mild, steady lower abdominal pain. By 9 a.m. 
this pain had become severe and crampy and was 
definitely lower abdominal. From 9 to 12 a.m. he 
vomited twice, both times immediately after attempting 
to eat. No blood was noticed in the vomitus. He also 
passed one small, solid stool but no blood. At 12 noon 
he was seen by his family doctor who found the ab- 
domen soft with no significant tenderness. The pain 
continued and the patient stated that he walked about 
and rolled around in bed to try to get relief from it. He 
could not localize the pain other than to the lower 
abdomen. On admission at 4 p.m. the temperature was 
99.2°, pulse 88, regular, and respirations 28. He did 
not appear pale and his skin was dry. He lay with knees 
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flexed and, while in pain all the time, there were periodic 
exacerbations of pain during which he attempted to roll 
about in bed but with obvious discomfort. His respira- 
tions were shallow but smooth and not painful. The 
blood pressure was 130/80 and there was no evidence of 
cardiac failure. The chest, other than a few scattered 
rhonchi, was clear. 

The abdomen did not move with respiration and the 
patient’s discomfort was obviously increased by cough- 
ing or movement in bed. There was board-like abdominal 
rigidity throughout. Tenderness was generalized but 


definitely more marked in the lower quadrants and 


seemed maximum in the left lower quadrant. The 
rigidity made it impossible to detect any intra-abdominal 
masses, no shifting dullness was detected. The hernial 
orifices were clear. With the patient lying on his right 
side there was marked rectal tenderness in the midline 
and on the right side high up anteriorly. No mass was 
felt and there was no blood on the examining finger. 
Rectal examination with the patient on the left side was 
negative. 

The white blood count was 9,000 and the urinalysis 
negative. I was of the opinion that the patient had 
general peritonitis from a primary lesion in the left 
lower quadrant and made a preoperative diagnosis of 
acute perforated sigmoid diverticulitis. The abdomen 
was opened through a mid right rectus incision. On 
opening the peritoneum a moderate amount of murky 
fluid was found. This was malodorous. Exploration 
revealed gross abnormality of the colon from the distal 
part of the descending to the mid-sigmoid portion. On 
the antimesenteric border of this portion there were 
three patches of bowel wall which were greyish-black in 
colour, very well demarcated and much thinner than 
normal. Between these patches the bowel wall was only 
very slightly injected and on the serosa there was a 
very slight fibrinous exudate. The mesentery to this 
portion of the colon was not edematous or thickened 
and contained no evidence of thrombosed veins. Nor- 
mal pulsating vasa recta could be seen throughout. 
The sigmoid below the affected portion was in marked 
spasm and as a result was narrow, firm and very pale. 
There was no undue dilatation of the colon proximally. 

The lateral peritoneal reflections of the mesentery of 
sigmoid and the peritoneum lateral to the descending 
colon were divided and the colon mobilized from just 
proximal to the splenic flexure to the recto-sigmoid. The 
colon from mid-descending to lower sigmoid together 
with the adjacent portion of mesentery was excised and 
a left inguinal double-barrelled colostomy constructed. 
The incision was closed with continuous chromic catgut 
in anterior and posterior rectus sheaths. 

Postoperative treatment consisted of continuous intra- 
venous fluids and heparin during the first six days. A 
duodenal tube and Wangenstein suction were used dur- 
ing the first four days. On the fourth postoperative 
day the proximal clamp was removed from the colostomy. 
By the fifth postoperative day the temperature was 
normal and the pulse 60, no abdominal tenderness or 
distension developed at any time and the colostomy func- 
tioned well. However, on the thirteenth postoperative 
day evisceration occurred through the laparotomy in- 
cision and was repaired with through and through inter- 
rupted steel wire sutures. B. coli was cultured from the 
wound. The serum protein at that time was 5.0 mgm. 
% and Hb. 79%. The wound healed rapidly and by 
November 29 he was transferred to a D.V.A. hospital. 

There on January 22, 1947, an extraperitoneal closure 
of the colostomy was performed. He was discharged 
February 7, 1947. I received a letter from him in June, 
1947, stating that his wounds had remained healed, he 
had had no further attacks of abdominal pain and his 
bowel function was normal. 


The specimen removed at operation was de- 
scribed as follows: 

Gross—A 40 ecm. segment of colon with 
multiple zones of dark bluish and black dis- 
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coloration which were more or less localized in 
its central portion. The largest measured 14 
em. in length and failed to involve the entire 
bowel wall, with a margin near the mesenteric 
attachment remaining intact. Other smaller 
areas nearby, the smallest measuring 0.5 mm. 
were noted. The involved bowel was remark- 
ably thinned with resultant depression below 
the level of the surrounding viable tissue. The 
mucosa appeared non-ulcerated and the mesen- 
teric vessels showed no gross abnormalities. 

Microscopic.—Ischemie infarction of the in- 
volved large bowel to a variable degree ranging 
from necrosis of the mucosa only, to extension 
through the entire wall. Remnants of the 
original architecture persisted with a marginal 
zone of acute inflammatory reaction being found, 
Frequent thrombosis of the intra-mural and 
surface venous blood vessels was discovered with 
the associated arteries being essentially intact. 

Pathological diagnosis.—Ischemic infarction 
of the colon. 

Figs. 1 and 2 illustrate the thrombésed veins 
in the infarcted bowel, The intact mucosa is 
well shown. 

This case is unusual, first, because the necro- 
sis was in the left colon; second, because the 
vascular thrombosis was entirely confined to 
the intra-mural vessels; and third, because the 
necrotic areas were grey in colour and thin 
and, on microscopic examination, had the 
characteristics of an ischemic rather than a 
hemorrhagic infarction. 


Very little has been written about vascular 
lesions of the large bowel and I have been un- 
able to find a previous report of ischemic 
necrosis of colon secondary to idiopathic intra- 
mural venous thrombosis. The relative infre- 
quency of inferior as compared with superior 
mesenteric lesions is illustrated by several re- 
ported series. Cokkinis reporting 76 cases of 
mesenteric vascular occlusion found none in 
the inferior mesenteric system ; the same author 
quotes Trotter as reporting 126 cases of which 
only two were confined to the inferior mesen- 
teric vessels. In these cases the vascular lesion 
involved the inferior mesenteric vessels proxi- 
mal to the bowel wall. Many authors have 
noted that, while collateral circulation is avail- 
able in lesions proximal to the last vascular 
areade in the mesentery, this is not so when the 
vasa recta and intramural vessels are involved. 
Most reports stress the relative infrequency of 
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ischemic as compared with hemorrhagic in- 
farction in vascular lesions of bowel. 

The diagnosis of inferior mesenteric vascular 
accidents is very difficult and usually impos- 
sible to distinguish from superior mesenteric 
lesions preoperatively. J. C. Allen believes 
acute abdominal pain followed by bloody diar- 
rhea and collapse is usual and says that the 


Pig. 1 x 56. 
Fig. 2 x 300. 


diagnosis is not possible beyond stating that 
an acute intraperitoneal catastrophe has oc- 
curred. Klemp, on the other hand, states that 
thrombosis in the inferior mesenteric system 
causes pain chiefly localized on the left side of 
the abdomen. It is of interest that the case 
reported above had pain localized in the lower 
abdomen but abdominal tenderness was defi- 
nitely at its maximum in the left lower quad- 
rant. Certainly the characteristics of the pain 





and the location of the tenderness were such 
that a preoperative diagnosis of a perforated 
sigmoid diverticulitis was made. It is possible 
that, having seen such a ease, a history of left- 
sided or lower abdominal crampy pain, sudden 
in onset, with maximum abdominal tenderness 
on the left side should at least cause the possi- 
bility of a vascular lesion of the left colon to 
be considered. 


The important thing from the practical 
standpoint, however, is not the situation of the 
vascular lesion in the bowel, but rather the 
diagnosis of an intra-abdominal vascular acci- 
dent involving the blood supply to bowel, and 
the initiation of laparotomy proceedings at the 
earliest moment that the patient’s general con- 
dition will permit. 

Treatment consists of preoperative trans- 
fusion, resection of bowel and mesentery well 
past the area of involvement, and postoperative 
anticoagulant therapy. It should be noted in 
eonelusion, however, that because. of the 
bacterial contamination of the peritoneal cavity 
in cases of large bowel infarction, end to end 
anastomosis as done for small bowel necrosis 
is definitely contraindicated, and resection with 
the formation of a double-barrelled colostomy 
is the procedure of choice. 
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We still tell our medical students about clinical 
laboratory procedures, but the tendency to minimize their 
importance as a discipline for the medical student, so 
that he may learn from first hand contacts the limita- 
tions of reliability of a procedure, or the limitations of 
its validity due to the condition of a patient, or the 
limitations of variability . . . these concepts may often 
be mere words to the medical student simply because 
he has not personally experienced or performed the 
various steps in the particular procedure. It may even 
happen that unless there is someone who makes himself 
obnoxious by constantly harping upon the subject, 
many a vista into the intricacies of modern medicine 
remains closed to the student, who regards laboratory 
work as the obligation of the technician.—A. M. 
Schwitalla, 8.J.: J. A. A. M. Coll., 22: 338, 1947. 
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COMPLETE TRANSPOSITION OF THE 
GREAT VESSELS AT THE BASE 
OF THE HEART 


B. I. Lewis, B.A., M.D., C.M. 
Hamilton General Hospital, Hamilton, Ont, 


By 1936 Maude E. Abbott? was able to collect 
and analyze but 32 eases of this rare cardiac 
anomaly. <A careful though not exhaustive 
search of the literature has revealed two re- 
ports? * since that time which pertain to this 
subject. It was thus considered of interest to 


report this case both from the standpoint of its 
infrequent incidence and as regards the under- 
lying pathogenesis. 
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patent foramen ovale. The inter-ventricular septum was 
intact. The valves were essentially normal in all re- 
spects. In the right ventricle there was a heavy muscu- 
lar ledge originating on the inter-ventricular septum 
that passed posterior to the aorta and anterior to the 
tricuspid valve, then arching across the ventricular base 
and running somewhat downward and laterally to reach 
the anterior portion of the ventricular wall near the 
hypertrophied anterior papillary muscle. At the base 
of the heart was found a complete transposition of the 
great vessels. The aorta was thick-walled, slightly 
dilated and emerged from the right ventricle to the right 
and anterior. The pulmonary artery was much smaller, 
thin-walled, slightly stenotic and emerged from the left 
ventricle to the left and posterior. What is now pre- 
sumed to be a patent ductus arteriosus was inadvertently 
cut through during the autopsy. This came off the 
pulmonary artery about 1” distal to its origin, and the 
pulmonary end was seen to be markedly hypertrophied 
and dilated while the aortic end was hypoplastic and 
quite stenotic. 


Fig. 1.—Note the aorta (1) emerging from the hypertrophied right ventricle (2) with 
the pulmonary artery (3) parallel and posterior to it, emerging from the left ventricle. 
To the right of the aorta is seen the markedly dilated right auricular appendix. 
Fig. 2.—The hypoplastic left ventricle (3) is shown from which is emerging a thin-walled 


pulmonary artery (1). 


above the figure (2) also the widely patent foramen ovale (4). 


Note the hypertrophied opening of the ductus arteriosus just 


Fig. 3.—Note the aorta 


(1) emerging from the hypertrophied right ventricle (3), also the intact interventricular 


septum (2). 


A heavy muscular ledge (4) is seen arching across the roof of the ventricle 


between the aortic and tricuspid valves—the hypertrophied bulbo-atrial ledge. 


M.M., a female baby was born at term of a healthy 
mother who had had two normal pregnancies. The 
delivery was uncomplicated. The baby manifested 
marked dyspnea and cyanosis from birth, which pro- 
gressed in spite of continuous oxygen therapy. Physical 
examination and laboratory findings were essentially 
negative, but roentgenographic examination showed the 
heart to be slightly larger than normal. The dyspnea 
became more severe and the cyanosis developed into an 
ashen pallor, the baby finally dying approximately 30 
hours after birth. 

At post-mortem examination, except for a few 
petechie on the pleural and pericardial surfaces, the 
only pathological changes were found in the heart. The 
heart weighed 30 grams (normal 18 grams). The right 
auricle and ventricle were markedly hypertrophied and 
the right auricular appendix greatly dilated. The left 
auricle and ventricle were small and hypoplastic. Exam- 
ination of the inter-auricular septum disclosed a widely 


PATHOGENESIS 


In 1923, Prof. Alexander Spitzer of Vienna 
brought forth his ‘‘detorsion theory’’* which 
has since satisfactorily explained many bewilder- 
ing cardiac anomalies, such as the uncommon 
type of defect herewith presented, His theory, 
now generally accepted, and succinctly trans- 
lated and summarized by Abbott,® is based on 
the presence of vestigial remains found in the 
human right ventricle which disclosed its eom- 
mon ancestry with that of the reptile. In brief, 
it is stated that complete or ‘‘crossed’’ trans- 
position of the great vessels is due to an arrest 
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or delay in the bulbar region of the primitive 
heart tube which interferes with the clock-wise 
torsion occurring here in normal growth. This 
lack of torsion (detorsion) leads to an ap- 
parently counterclockwise shunting of the parts 
with the resultant obliteration of the normal 
human (left) aorta and the reopening and per- 
sistence of the reptilian (right) aorta. 


Anatomically it is pointed out that the trabe- 
cula septomarginalis* is homologous with the 
septum between the right aorta and the pul- 
monary artery in the reptile; also that the 
portion of the right ventricle lying between the 
anterior tricuspid ledget and the ecrista supra- 
ventricularist is identified with the outflow 
channel of the right (reptilian) aorta which is 
closed in the normal human heart. In the case 
being presented the crista supraventricularis 
has become markedly hypertrophied and, with 
the trabecula septomarginalis, has formed a 
false anterior ventricular septum. The muscular 
ledge in Fig. 3 separates the right ventricular 
aorta from the anterior tricuspid leaflet and 
according to Spitzer is the hypertrophied rem- 
nant of the bulboatrial ledge.— The critical 
period in the human lies between the fifth and 
eighth week of embryonic life, i.e., before the 
cardiac septa are formed and while the pro- 
cesses of torsion, involution, readjustment and 
fusion are occurring at the base, interruption of 
which is the source of most of the graver 
anomalies, 


CLINICAL ASPECT . 


Circulatory conditions in complete transposi- 
tion with intact ventricular septum are of the 
poorest. The venous blood from the right 
auricle is again distributed, unaerated, to the 


To clarify the terms used above, a few brief defini- 
tions are given which follow closely those of Harris 
and Farber.2 


* Trabecula-septomarginalis.—A trabecula formation, 
variable in extent and form in man, which stretches 
across the lower part of the right ventricular cavity from 
the lower third of the ventricular septum to the antero- 
lateral ventricular wall, in close relation to the anterior 
papillary muscle of the tricuspid. 

+ Anterior tricuspid ledge-——This structure is com- 
posed of the anterior attachment of the tricuspid ring 
and the anterior leaflet with its chords. 

t Crista supraventricularis.—A thick rounded muscu- 
lar ridge which arches across the roof of the right 
ventricle from the ventricular septum to the antero- 
lateral ventricular wall. It ties behind the pulmonary 
artery and in front vf the anterior cusp of the tricuspid 
valve, 

{ Bulbo-atrial ledge.—The projecting ledge in the 
primitive heart cavity caused by the bulbo-atrial cleft. 


systemic circulation through the aorta; while 
the aerated blood reaching the left heart from 
the lungs is returned thereto by the pulmonary 
artery. In an attempt to sustain life, one or 
more of the fetal passages may remain open. 
In the present case there existed a widely patent 
foramen ovale and a slightly patent ductus 
arteriosus; hence the inevitable production of a 
marked cyanosis, Except in the rare case which 
develops a collateral supply to the lungs, the 
subjects usually survive but a very short period 
and manifest, from birth, the deep mulberry hue 
of a true morbus ceruleus. Physical signs may 
be generated by the patent foramen or ductus, 
if such are present. In uncomplicated cases, or 
those with a very small interventricular septal 
defect, physical examination may yield nothing 
except a sharply accentuated pulmonary (aortic) 
second sound. Thus, in an infant, the com- 
bination of marked cyanosis, gross hypertrophy 
of the right heart with negative auscultatory 
findings except an accentuated pulmonary sec- 
ond sound, is very suggestive of complete 
transposition of the great vessels. 


SUMMARY 


A comparatively rare cardiac anomaly has 
been presented with brief reference made to the 
theory propounded by Spitzer which, thus far, 
has been accepted as marking an important 


‘advance in the understanding of cardiac de- 


velopment and certain cardiac malformations. 


My thanks are due to Dr. W. Gordon Cornett for his 
interest, constructive criticism and for the photographs 
herein reproduced. Aiso appreciation is expressed to 
Dr. William J. Deadman, Director of Laboratories, 
Hamilton General Hospital, in whose department this 
pathological study was carried out. 
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The medical profession, like other professions is fairly 
well crowded with mediocrities. 


The true art of memory is the art of attention.— 
Samuel Johnson, 
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ASTHMA ASSOCIATED WITH OVARIAN 
DISTURBANCE* 


Amiot Jolicoeur, M.D. 
Quebec, Que. 


There is little that is more disheartening than 
an asthmatic patient to whom we cannot bring 
relief, except temporarily. There is a cause to 
be found, an irritating factor also: a complete 
history and a careful examination must be done, 
together with the protein test, the elimination 
diet, ete. A possible focus of infection is 
searched for, or any possible precipitating 
factor. That sounds scientific enough, but our 
human being will not necessarily unveil himself 
under what we think to be a scientific investiga- 
tion. There is a loss of balance in the neuro- 
vegetative system of a patient and the cause 
might be very deep, very intimate, possibly 
psychic, possibly endocrinologic. To a woman, 


there are periods of difficult tension every month, 
as well as periods in her life such as puberty 
and menopause, when her nervous equilibrium 
might more easily be upset. 

This brings us to the hormonal factors. Leav- 
ing aside what is called asthma of thyroid 


origin, let us consider the question of premen- 
strual or ovarian asthma. As clinical evidence 
of such an entity, four groups of facts may be 
mentioned. First there are the cases of asthma 
coincident with an anatomical lesion of the 
ovary such as a eyst, a salpingitis, a sclero- 
cystic ovary, where surgery would appear to 
be able to remove the irritating cause. Then 
there are patients whose regular menstruation 
is associated also with regular spells of asthma 
which will appear 10 or 14 days before men- 
struation, to stop with its appearance or its end. 
Or it may be that a rather continuous state of 
asthma will have exacerbations at such time. 
Thirdly, we see asthmatic women with great 
disturbances also in their menstruation cycle. 
Lastly, there are cases of asthma in infants 
which will disappear at puberty, and cases in 
women which will disappear at menopause or 
which will appear at that time. We have also 
heard of asthmatic women being relieved of 
spells during their pregnancy. These factors 
are strongly in favour, we will admit, of the 
possible influence of endocrine secretions in 
starting a spell of asthma or in favouring a 


* Read before the meeting of the Quebec branch of 
the Canadian Medical Association. 
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receptive ground for another irritant factor. 
It is not so easy to demonstrate the pathogenesis 
of such eases and the one to be described ap- 
peared to us to be instructive. 


Miss J., a young woman of 29 years of age had been 
a victim of asthma for three years and had gone through 
much treatment and examination for the cause of her 
troubles, without much result. The protein tests showed 
only sensitivity to hen feathers and a little to almonds. 
Measures were taken accordingly without bringing any 
relief. She had rhinitis and bronchitis which were 
treated. Examination for tuberculosis was negative. It 
was once noted however that during one of her spells 
she had fever and pain in her abdomen. Sulfanilamide 
and penicillin were given and we read in her records 
‘¢pains in abdomen—some tenderness at site of former 
appendectomy, which we relate to menstrual period’’. 
It is to be noted that the previous year the patient had 
had that operation at another hospital where she had 
been admitted for slight asthma and for pain in her 
back and right leg. Influenza vaccine was also given. 
X-ray of chest showed some bronchitis. She was trans- 
ferred to Park Savard Hospital to see if the rhino- 
laryngologist could think of anything to be done with 
her rhinitis. Dr. Simard did not see that any more than 
usual symptomatic treatment was warranted. 

Three days after her admission here while in an 
asthmatic spell, the patient developed high fever (101 
to 102°) and severe pain in her abdomen and back. In 
the absence of the gynecologist, Dr. de St-Victor whom 
we thank for having let us deal with the case and for 
his advice, we saw her. She was just at her first day 
of menstruation. The abdomen presented in the right 
lower quadrant some hardening of the area with tender- 
ness. <A rectal examination showed a mass in the right 
pelvis which appeared hard and very painful. We 
thought of a salpingitis and prescribed ice and peni- 
cillin. Sedimentation rate was 54; white blood cells 
9,200. In 4 days the fever and asthmatic attack was 
over and the patient was followed in the medical de- 
partment by Drs. Leblond and Fortier whom we also 
thank for their collaboration. They kept on trying 
everything for her asthma. The attacks were getting 
worse and worse, but some relief was noted to appear 
regularly after her menstruating. On closer questioning 
we noted that the attacks were at their worst usually 
around the 12th or the 9th day before her menstruation 
and lasted to its end; and that the worse the attacks 
the more painful were the menses and the longer they 
lasted, 7.¢., 6 or 7 days. They had been usually regular, 
28 days to last 4 days. We made the hypothesis that 
the salpingitis was acting as the irritating factor in a 
bacterial allergy. It was decided to do a laparotomy as 
soon as the patient was in a period of relief and when 
we had built her up with plasma and hypervitamin diet. 

On December 10, the patient was operated on. A 
cyst as big as the fist was found in the right ovary with 
brown chocolate fluid. We removed it, with the Fallopian 
tube because of a certain degree of congestion, although 
it was far from being what was expected. The left 
ovary was a typical sclero-cystic one and only part of 
it was removed. Nothing else pathological was noted. 

The convalescence was rapid, more than that, it ap- 
peared for a month like a resurrection of the patient, 
so relieved was she of her bronchial, abdominal and 
lumbar troubles. The pathological report mentioned 
that the cyst showed a large area of endometriosis. 
Speculating on the case with its dysmenorrhea and 
different visceral disturbances at the time preceding the 
menses, and with the opinion of Goodall that endometrio- 
sis might be due to hyperestrogenic secretion, we began 
to wonder if our patient was not allergic to estrogenic 
substance. So we thought of testing it by injecting a 
dose of theelin after about a month of comfort, when 
just on the day we had planned to do our test, the pa- 
tient had an attack. Then we decided to treat her with 
testosterone injections besides the usual adrenalin. 
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We noted that this time the attacks lasted for 7 days 
only instead of 10 or 12 and ended two days before her 
menses. Then the next cycle was painless and the pa- 
tient was discharged because of the death of a relative, 
four months after her operation. During her stay at 
home, she still had a few scattered attacks without any 
relation with her menses. These were much less trouble- 
some. Now she is back in hospital receiving 25 mm. of 
perandren twice a week and is gradually getting free 
of her asthma. Yet she still has some slight pain in 
her back at the time of her menstruation and these may 
still last from 6 to 8 days. 


It would seem then that the removal of an 
anatomical lesion was not sufficient to relieve 
our patient of her asthma. We had then to 
consider her instability of personality marked 
chiefly at the time of menstruation and in- 
fluenced by psychic factors as we shall see 
further on. But the direct action of her en- 
docrine secretions had also to be considered. 
These hormones may act as allergic substances: 
(1) Folliculin directly by hypersecretion or by 
hypersensitivity of patient to its even normal 
level of secretion; indirectly by its hyposecre- 
tion which would impair pituitary inhibition. 
(2) Progesterone also in its own way. (3) Both 
by a disequilibrium of their relations. (4) 
Thyroid with all the other secretions as some 
androgenic and gonadotropic ones may be in- 
volved. 


Many laboratory tests have been tried to 
demonstrate scientifically what appears clini- 
cally evident. Waldbott and Bailey*® have tried 
skin tests for theelin and antuitrin ‘‘S”’ but 
reached no conclusions. The estimation of 
cestrogen in urine not being constantly signifi- 
cant they preferred to estimate it in the blood 
at the premenstrual period when it reaches a 
peak and ean be shown by the Frank and 
Goldberger test. 


Many reports have been made of folliculino- 
therapy successes in asthma, On the other hand 
the male hormone, which could inhibit either 
the pituitary or the ovary, has been used more 
widely lately and success with its use has been 
reported by Chiray* in France and Frank in 
America, among others. Chiray also reports 
eases in which both folliculin and testosterone 
had failed and which were completely relieved 
by extracts of corpus luteum. Yet before trying 
these therapeutic measures the clinic can define 
the utero-ovarian syndrome: the time of appear- 
ance of the asthmatic spells; the duration and 
the quantity of menstruation; the visceral reac- 
tions in eases of hyperfolliculinemia for in- 
stance, even some skin or synovial reactions.” 


Biopsy of endometrium and basic temperature 
will be of great help. | 

It is a question of carefully studying a pa- 
tient. We seem to have obtained some success 
with our patient by using testosterone in a more 
or less scientific way. 

Yet before closing, let me add a note. The 
patient was seen by the psychiatrist who elicited 
the history of a great love disenchantment at 
the beginning of her troubles. Now that she 
was well and that I had gained her confidence, 
she admitted one day to me that she had again 
fallen in love! Was it the surgeon’s knife, or 
the hypodermies or Cupid’s arrow which was 
the real method of cure in this case? I am too 
respectful of the influence of this last weapon to 
commit myself in deciding. . 

Nore.—Since the presentation of this paper, in view 
of the relative success obtained with testosterone ther- 
apy on our patient’s endometriosis and asthma, we had 
her sterilized (just for a certain length of time). by 


radiotherapy and she has been absolutely well now for 
more than two months. 
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INFECTIOUS MONONUCLEOSIS 
COMPLICATED BY THROMBOCYTOPENIC 
PURPURA* 


Alton Goldbloom, M.D. and 
Ronald Denton, M.D. 


Montreal, Que. 


Since the recognition of infectious mono- 
nucleosis as a disease entity by Pfeiffer in 1889, 
numerous ease records have attested to the wide 
variations in its clinical course and protean com- 
plications. In a few instances thrombocytopenia 
with purpuric manifestations has been reported 
as a complication of infectious mononucleosis; 
the obvious prognostic importance of accurate 
differentiation from leukemia in such circum- 
stanees warrants this report of an additional 
case. 

M.I., a 9-year old Jewish boy, first became ill on 
September 1, 1946, with fever, sore, bleeding gums, 
epistaxis and hemoptysis. Four days later purpuric and 
petechial lesions appeared on the trunk and lower 


extremities. He was admitted to the Children’s Memorial 
Hospital on the 8th day of illness. 


*From the Departments of Medicine and Hemat- 
ology, Children’s Memorial Hospital, and the Depart- 
ment of Pediatrics, McGill University, Montreal. ‘i 
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The past history and family history were non-con- 
tributory, except that tonsillectomy had been performed 
three years previously. Physical examination: tempera- 
ture 99° F. (mouth). Petechial hemorrhages were 
present in the oral and buccal mucosa but no inflam- 
matory changes were present. A small retinal hemor- 
rhage was seen in the right optic fundus. The lymph 
nodes of the neck and axille were enlarged, firm and 
tender; the inguinal aodes were normal. The spleen 
was enlarged and firm, the edge being 1 cm. below the 
costal margin. Numerous petechiz and ecchymoses were 
scattered over the trunk and both lower extremities, 
being most marked on the dorsum of the feet. The re- 
mainder of the physical examination was negative. 

Laboratory investigation.—Blood Wassermann, nega- 
tive; urine: normal, no hematuria; blood studies: Hgb. 
14.3 gm., red blood cells 5.0 million, leucocytes 9,900. 
Differential: segmented neutrophils, 3,762 (normal 
4,800); band forms, 594; lymphocytes, small 4,158 
(normal 2,400), large 396; abnormal forms, 693; plate- 
lets 90.0 thousand (normal 150.0 to 225.0 thousand) ; 
bleeding time 1 min.; clotting time (venous) 3 min.; 
reticulocytes 3.6%. 

The abnormal lymphocytes demonstrated the cyto- 
plasmic vacuolation and other characteristics typical 
of Type 1 mononucleosis cells. 

Bone marrow aspirations, 1.0 ¢.c. liquid marrow 
aspirated from sternal manubrium. Total nucleated cell 
count 52,000, megakaryocytes 1,400. 
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The ‘‘large lymphocyte’’ cells demonstrated the 
characteristic fenestration changes of infectious mono- 
nucleosis. The proportion of lymphocytes (15%) was 
somewhat higher than normal. The marrow studies were 
normal in other respects. 

Heterophile antibody studies, positive for infectious 
mononucleosis. Presumptive test, agglutination to titre 
1:1,024. Differential tests: guinea pig absorption, titre 
unchanged 1:1,024; beef cell absorption, reduction of 
agglutination to titre 1:128, 

Blood chemistry: plasma proteins 6.05 gm. %; non- 
protein nitrogen 23.6 wgm. %; cholesterol 155 mgm %. 

Throat culture: light growth Staph. pyogenes, green 
streptococci and neisseria. 


Nose Culture: light growth Staph. pyogenes, B. alkali- 
genes and diphtheroids. 

Clinical course.—On the 13th day of illness he had a 
severe epistaxis which required nasal packing. The 
petechial and purpuric hemorrhagic manifestations per- 
sisted for 22 days without marked change, then disap- 
peared. This coincided with subsidence of the spleno- 
megaly and lymph node enlargement. A slight degree 
of anemia had devwloped by the 23rd day, the 
hemoglobin then being 11.7 gm. and the red cells 3.1 
million. This anemia persisted for 45 days. 

The white blood cell count, which never showed ve 
marked leukocytosis, reached its maximum of 10,300 by 
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the 9th day of illness when the ‘‘mononucleosis’’ cells 
numbered approximately 3,000. The platelets remained 
at levels of less than 100,000 for 17 days at which time 
the count rose to 150,000 (normal 175,000 to 225,000). 
Five days later they fell to 100,000, and remained at 
or below this level until the 45th day when they reached 
180,000 with no subsequent fall. On the 12th day the 
heterophile antibody level was unchanged at 1:1,024. By 
the 22nd day the level was 1:64, 


The clinical and laboratory findings were all normal 
by the 45th day. No massive hemorrhages occurred 
during the course of illness. Therapy consisted of nasal 
packing at the time of the single epistaxis. Ferrous 
sulphate, 12 gr. daily, was given for a period of 10 days 
after appearance of anemia, 

The subsequent course has been uneventful. A mild 
respiratory infection in January, 1947 caused no re- 
currence of hemorrhagic manifestations. Follow-up 


blood studies in September, 1947, gave normal levels of 
hemoglobin, red blood cells, white blood cells and 
platelets. 


DISCUSSION 


The case reported is one of proved infectious 
mononucleosis complicated by thrombocytopenic 
purpura, with spontaneous recovery in 45 days. 
This case is similar to those reported by Magner 
and Brooks,! Lloyd,? Tager and Klinghofer,’ in 
that recovery was spontaneous without resort to 
splenectomy. Heck‘ refers to a case (of Minot’s) 
as being true thrombocytopenic purpura com- 
plicating infectious mononucleosis. Dameshek 
and Grassi> recently have reported a case of 
infectious mononucleosis with thrombocytopenic 
purpura hemorrhagica necessitating splenec- 
tomy, although it would seem that their case was 
possibly one of thrombocytopenic purpura com- 
plicated by infectious mononucleosis since 
hemorrhagic phenomena had appeared on re- 
peated occasions prior to the onset of infectious 
mononucleosis. Minot® has observed a number 
of instances of thrombocytopenia associated with 
lymphocytosis, which might represent some other 
condition than true infectious mononucleosis. 
In addition Tidy’ has recorded cases of infec- 
tious mononucleosis in which petechiz and skin 
hemorrhages occurred, but platelet levels were 
not determined. 


SUMMARY 


A case is reported of infectious mononucleosis 
complicated by thrombocytopenic purpura. Re- 
covery was spontaneous and complete, 
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REITER’S DISEASE 
T. J. Quintin, M.D. and A. R. V. White, MD. 


Sherbrooke, Que. 


Reiter’s disease has been defined as ‘‘a syn- 
drome of unknown etiology, characterized by 
urethritis, conjunctivitis and arthritis’. It was 
first described by Reiter, a physician in the 
German army. In the case he reported, the 
onset was preceded by abdominal cramps and 
diarrhea, as in the ease described below. This 
case is being reported as it is felt that the syn- 
drome is often confused with rheumatic fever 
and infectious arthritis on the one hand, and 
gonorrhea and genito-urinary infections on the 
other. 

The diagnosis essentially depends on the find- 
ing of the clinical triad of urethritis, conjune- 
tivitis and arthritis. The disease has been de- 
scribed, so far, only in young males. 

The urethritis is very frequently preceded by 
a diarrhea. The urethral discharge is always 
thick and purulent in nature and usually as- 
sociated with a balanitis. A spread of this in- 
fection to the prostate, bladder and even the 
upper urinary tract has been described. The 
smears and cultures are negative for gonococci. 
The arthritis may appear within 24 to 48 hours 
after the urethritis or may be as long delayed 
“as 13 days. The joints are extremely painful 
with marked tenderness and swelling. There 
may be, as in our case, considerable exudate 


within the joint. Villous formation in the supra- 


patellar pouch has been reported, and degenera- 
tive bone changes in the adjacent bones have 
been noted as a late manifestation of the dis- 
ease. The conjunctivitis may be mild but is 
often purulent and diffuse, and ulcerations of 
the cornea together with iritis and cyclitis have 
been reported. Associated manifestations have 
been described in the skin, viz., hyperkeratotic 
lesions, pustules and areas of ulceration. These 
are usually found on the hands and feet, and 
resemble keratosis blenorrhagica. They are 
described by Twiss and Douglas as occurring 
under the fingernails in two cases. These mani- 
festations may occur after the arthritis or 
simultaneously, A generalized lymphadeno- 
pathy has been described, but microscopic sec- 
tion of the glands showed only non-specific 
hyperplasia. There have been no lesions of the 
endocardium reported, but changes in the elec- 
trocardiogram with increase in the P.R. up to 
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0.26 and elevation of the S.T. interval in leads 
I and II have been described. The disease is . 
subject to frequent recurrences. 

In the attempt to discover the causative 
organism, as many organisms have been de- 
scribed as there are authors. Reiter described 
a spirochete-like organism while other authors 
have mentioned a hemolytic streptococcus, a 
dysentery-like organism, and a_ pleuro-pneu- 
monia-like organism. 


Case HIstTory 


The patient, Mr. L.T., aged 41, was admitted to 
Sherbrooke Hospital on November 30, 1946. His com- 
plaints were: (1) painful joints; (2) painful urina- 
tion; (3) general malaise and fever. 

He gave no past history of venereal disease or any 
previous urinary complaints. There had been no his- 
tory of joint pains or rheumatic fever. He had had 
his tonsils removed in 1917 and had been treated for 
duodenal ulcer in 1934. He dated the onset of his 
illness from November 22 when he developed general 
aches and pains, following a wetting. On November 
27, he developed a watery diarrhea which was fol- 
lowed by a further exacerbation of the generalized 
body pains, this time more severe. Examination by 
his family physician at that time was negative except 
for a temperature of 100.2°. Two days later, the pa- 
tient complained of burning pain on urinating and 
noticed a thick, purulent, urethral discharge. He was 
given sulfadiazine, gr. 15, q.6h. That afternoon, he 
developed severe pain in the left knee joint. It be- 
came difficult for him to void and he showed a mild 
balanitis. On November 30, the temperature rose to 
104° F. The left knee became markedly swollen with 
evidence of fluid in the joint, and 60 ¢.c. of straw- 
coloured, turbid fluid were aspirated at home. This, 
as well as the urethral discharge, was negative on 
smear. The patient, at this time, appeared extremely 
ill and was admitted to hospital by ambulance. 

Physical examination.—On admission, the patient 
appeared very ill, temperature 103.2°, pulse 100, 
respirations 24. His eyes showed a moderate degree 
of conjunctivitis. The following morning there was 
a small amount of purulent exudate in each eye. 
There was no lymphatic enlargement. The heart and 
lungs were found to be normal. The abdomen was 
negative and nothing was found in the nervous system. 
Both knee joints were swollen, the right more than the 
left. There was patellar tapping in both knees, an 
evidence of fluid in the joint. The slightest movement 
caused excruciating pain. Both joints were warm to 
the touch, but there was no evidence of redness. The 
metatarso-phalangeal joint of the right great toe was 
red, swollen and extremely tender. The corona of the 
penis showed small, superficial areas of ulceration with 
serpiginous edges. There was a thick, creamy dis- 
charge from the meatus. The prostate was normal 
and remained so on all subsequent examinations. The 
temperature fluctuated between 103.2 and 100° for 
seven days, then became normal with occasional rises 
to 100° during the remainder of the patient’s stay 
in hospital. 

Laboratory investigation.— Blood: red blood cells 
4,920,000, white blood cells 6,500; differential, eosino- 
phils 1, stab 6, seg. 61, lymphocytes 31, monocytes 1. 
Urinalysis: specific gravity 1.028, pus cells too numerous 
to count. Some instances of eosinophilia have been re- 
ported. It was absent in this case and no leucocytosis 
was seen, the count ranging from 7,000 to 9,000 on 
repeated examination. Blood cultures were repeatedly 
negative as were the agglutination tests for typhoid, 
paratyphoid and brucellosis. Blood Wassermann was 
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also negative. Sedimentation rate was 45 m.p.h. (Win- 
trobe) and remained elevated for four months after 
his discharge from the hospital. Uric acid was normal. 
Non-protein nitrogen 26 mgm. %. Urethral culture, N. 
gonorrhex absent, Staph. albus present. This latter 
organism was the only one found on urine culture also. 


Synovial fluid from both knees was thick, turbid, 
straw-coloured, and showed a predominance of poly- 
morphonuclear cells on smear. Cultures of this fluid 
yielded no growth. Ten c.c. penicillin, 500 units per 
¢@.c., were injected into the right knee joint. In the left 
knee joint, penicillin was not used. The fluid gradually 
disappeared from both joints. The patient was put on 
penicillin as the syndrome with its triad of symptoms 
was not at first recognized. Penicillin does not appear 
to materially influence the course of this disease, ac- 
cording to the reports of most authors. It had no effect 
in this case, as far as could be determined. The x-rays 
of the joints showed no demonstrable change. Electro- 
cardiograms were all within normal limits. 


Patient was discharged from hospital three weeks 
after his admission. His general condition was good. 
He showed some limitation of movement in the joints, 
previously described, and an evening temperature which 
rose often to 100.2°. Improvement was gradual up 
until February 1, when temperature and sedimentation 
rate became normal. The superficial balanitis, which 
persisted up to the time he left the hospital, responded 
to the application of 2% tyrothricin. Patient came for 
a check-up seven months after the onset of the illness. 
There was still slight stiffness of both knee joints; 
* otherwise, physical examination was negative. 
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CLINICAL and LABORATORY 
NOTES 


NEW APPARATUS FOR RADIUM 
TREATMENT OF CANCER OF 
THE UTERINE CERVIX 


E. P. Grenier, M.D. 
Institut du Radium, Montreal, Que. 


Material consists of cork and fine cotton 
threads. Hollow corks are used, such as those 
used in colpostats; they are trimmed as illus- 
trated, removing a slice 3 to 4 mm. thick from 
along each side. The corks are fastened to- 
gether with a thread which passes from one 
opening to another, and is attached at one end. 
This is repeated for 2 or 3 centre corks and so 
on throughout the length of the apparatus. 
The corks at either end need have only one 
slice removed. <A thread 10 to 12 em. long is 
left hanging free from the cork at either end. 
A radium tube is placed within each cork which 
is then closed with small smoothly cut corks. 
The apparatus is then complete. 

The form will be either crescent-shaped or 
straight according to the shape of the corks, 
and rigid or flexible according to whether the 
threads are left tight or loose. The apparatus 
may be made narrow or wide to suit the lesion 
under treatment and the capacity of the vagina. 

The quantity to be used varies with the 
lesion, application of the apparatus, and the 
dosage desired. Radium tubes of 13.3, 10.0 or 
6.6 mgr. radium element; radon, about 15 
millicurie per platinum capsule, may also be 
used in each cork to obtain the same millicurie 
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destroyed dosage as with radium. The distance 
is 1 em. more or less, according to the require- 
ments of treatment. 

Filtration is done with platinum—1l mm., 
1.5 mm.; cork—1 em.; firm packing with sterile 
gauze 3.4 to 5 em. thick, to increase the distance 
between the walls and healthy tissues, and to 
hold the apparatus firmly in place. 

Sterilization is by boiling, as usual; or better, 
by immersion for 10 to 15 minutes in ether. 
Finally, it should be dipped in a solution of 
collodion and allowed to dry before use. 


Application of the apparatus is made either 
with a double expansion speculum or with 
vaginal retractors. The vulva and vagina are 
first disinfected, then a little 5% oil of gomenol 
is poured on the apparatus and it is inserted 
into the vagina, starting with either end, the 
threads following the convexity or coneavity 
of the apparatus (determined by the shape of 
the lesion under treatment). When the first 
end reaches the full depth of the vagina, the 
thread from that end should be pulled gently; 
at the same time the second end is pressed eare- 
fully inward with gynecological dressing 
forceps. The apparatus is thus easily turned 
into place at the inner end of the vagina, with 
a concave surface against an outgrowth on the 
cervix, or a convex surface against a deep 
ulceration. 


The same apparatus may also be used against 
lesions on the lateral walls of the vagina, if it 
is held in place by firm packing which will 
protect the bladder, the rectum, and the op- 
posite unaffected vaginal wall. Packing should 
be made with several layers of sterile gauze, 
the final one soaked in oil of gomenol, or in 
sterilized white vaseline, to prevent irritation 
of the vulva. 


Removal and replacement of the apparatus 
is extremely simple. The gauze layers are re- 
moved one by one and the threads uncovered. 
One end is loosened by pulling on one thread; 
the entire apparatus is then easily withdrawn 
by pulling on both threads. To replace, the 
apparatus should be cleaned, dipped in anti- 
septic solution for several minutes, dried, lubri- 
cated, and replaced as in the original insertion. 
Application is ordinarily made every two days. 


It is recommended that the speculum be with- 
drawn after the vaginal packing is completed, 
by loosening the retractors one after another. 
This may be done without dislodging either 
the packing or the apparatus. 

Advantages. — (1) Simple, solid and light 
construction. (2) Size appropriate to use. 
(3) Easy and sure application. (4) Highly 
practical, as it is easily reversible, adapting 
itself to the form of the lesion under treatment, 
and not at all interfering with the intra- 
uterine radium therapy. (5) Maintains constant 
contact of the sources of radioactivity with the 
lesion and a constant distance between them, 


thus assuring homogeneity of radiation through- 
out the treatment. (6) Entirely non-metallic, 
thus eliminating virtually all danger of sec- 
ondary radiation. (7) Cost is trifling. 





Appeal from The Canadian Council for 
Reconstruction Through UNESCO 


Throughout this world today thousands of doctors 
are dying of starvation. We think first of the starva- 
tion of the body and its inevitable by-products, lassi- 
tude and death; only afterwards do we remember the 
equally deadly hunger of the mind—the deterioration 
of skills which were learned in the hard school of 
experience, the crippling lack of tools and finally the 
wasting-away of ambition. In many countries medical 
students are using pen-and-ink sketches torn from old 
reference books as their authority on the structure of 
the human body; their knowledge of recent develop- 
ments in the use of drugs and chemicals, as well as 
of new surgical techniques is based almost entirely 
on word of mouth, since the libraries were destroyed 
and medical journals of the war years are non- 
existent; their instruments are too few and too simple. 
Doctors know better than most people of the necessity 
of having adequate equipment and necessary reference 
books; the spread of up-to-date medical knowledge 
depends almost entirely on the written word. It is 
this word for which the doctors and nurses of the 
war-torn countries are starving. If we can help these 
people to get food first for their bodies, and then for 
their minds in the form of books, surgical instruments 
and other material necessary to the proper teaching 
of the medical sciences, we will be giving them far 
more than money could give; we will be giving them 
the tools so that they can build the kind of nation they 
want to have with the instruments of learning, intelli- 
gence and education which we have put into their hands. 

The Canadian Appeal for Children was brought into 
being for this purpose. It is jointly sponsored by the 
Canadian Council of Reconstruction through UNESCO 
(United Nations Educational, Scientific and Cultural 
Organization) and the United Nations Appeal for 
Children, and has as its objective the raising of mil- 
lions of dollars to be used in the only government 
approved international relief program in this country. 
Its appeal is two-fold; the provision of food and cloth- 
ing for the war-orphans throughout the whole world, 
and the supply of material aid for reconstruction at 
the educational, scientific and cultural fields. Part of 
the funds obtained will also be used to send teams of 
outstanding Canadian doctors to Europe to demonstrate 
the newest surgical techniques, to discuss the latest dis- 
coveries in antibiotics, and to bring to the doctors of 
Europe who are starved for first-hand information, 
the medical advances which took place during the war 
years. During the period of this program (February 9 to 
29), doctors will be asked to assist in its success by the 
donation of one day’s pay, as well as by putting at the 
disposal of the Canadian Appeal for Children used instru- 
ments, medical textbooks or sets of professional journals 
which are no longer being actively used. Doctors, who 
understand the necessity of having adequate equipment 
and supplies, can give both moral and physical support to 
their colleagues who are in such need.—Clare M. Slater. 





194 


THE CANADIAN MEDICAL ASSOCIATION 
Editorial Offices—3640 University Street, Montreal 


(Information regarding contributions and advertising will be 
found on the second page following the reading material.) 


EDITORIAL 


THE DIAGNOSIS OF CANCER OF 
THE COLON 


NOTHING in the anti-cancer campaign is 

more insistently stressed than the import- 
ance of early diagnosis. There is therefore a 
sense of humiliation in such a report as has 
recently come from the Mayo Foundation* in 
which a large series of cases are analyzed 
from the point of view of diagnostic errors. 
These errors are not dependent on obscurity of 
the lesion or difficulty in locating it. Nor are 
they being made for the first time. The authors 
of the paper referred to quote a statement made 
by Buie 24 years ago, to the effect that in a 
series of 1,297 cases of carcinoma of the rectum 
and sigmoid one of every five patients had been 
treated as for hemorrhoids or some condition 
other than the carcinoma. This proportion of 
undiagnosed cancer remains almost unchanged 
today. 

The series presented by the Mayo Foundation 
consists of 817 patients, and the main points in 
mind were: (a) how often carcinoma of the 
large intestine within reach of the examining 
finger was not diagnosed but the patient was 
treated for some other disease; (b) how many 
other carcinomas which should have been 
visible at sigmoidoscopie examination failed to 
be treated as cancer; (c) how many carcinomas 
visible by x-ray were also erroneously treated ; 
(d) how many carcinomas of the large intestine 
were detected only on opening the abdomen. 
Of this 817 cases more than half had lesions in 
the terminal part of large intestine which could 
be palpated by rectal examination, and nearly 
a quarter of these readily accessible cases had 
been recognized as cancer but had received 
treatment for some other condition. Many of 
the sigmoid lesions were palpable in the form 
of extra-rectal masses. Of the 444 patients 
with palpable lesions, 23% had been treated in 
ignorance of the cancerous lesion: 42 had been 
operated on for hemorrhoids, the operation 


* Jackman, R. J., Neibling, H. A. and Waugh, J. M.: 
Carcinoma of the large intestine, J. Am. M. Ass., 134: 
1287, 1947. 
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being performed twice in the case of 4 patients. 
Another group of 35 received injection treat- 
ment for hemorrhoids. 

In 132 cases the lesion was detectable only 
by sigmoidosecope. Of these, the carcinoma was 
missed in 34 cases and the symptoms treated 
usually by operation as for some other condi- 
tion; 3 were treated for amebiasis and 2 for 
ulcerative colitis. Where the x-ray was de- 
pended on for diagnosis the proportion of error 
was less, but still there were 6 instances of 
hemorrhoidectomy, 5 of which received only 
liver extract, 5 were thought to be colitis, and 
2 had appendectomy but even at operation the 
carcinoma was missed although it was in the 
ceeal region. 

Nine of the total series had lesions which 
had been diagnosed only at surgical abdominal 
exploration. 

It appears then that where carcinoma of the 
large intestine can be most readily diagnosed, 
i.e., by simple rectal examination, it is most 
often missed. It is not only that the obvious 
is overlooked; it is grossly neglected. 


APPRENTICING IN GENERAL PRACTICE 


WE are glad to give prominence to the views 
of CAMSI in their column this month. The 
tendency to maintain the status of general 


practice will meet with general approval. The. 
subject of the disappearance of the general 
practitioner like Mark Twain’s famous refer- 
ence to the weather, is one about which every- 
one talks but no one does anything. Fortu- 
nately, more can be done about general practice. 
It is interesting historically that there should 
be signs of returning to the method of teaching 
medicine by what is really the system of ap- 
prenticeship. Under the best conditions it is 
nearly ideal. To some degree it exists in all 
good teaching clinics but with the individual 
arrangement referred to in the CAMSI sugges- 
tion there is a closer contact with the teacher. 
And, of course, the apprentice-student will see 
aspects of medicine which are only very 
slightly emphasized in hospital clinics. There 
will be difficulties in working out the idea, but 
none that are insuperable, and where a genuine 
effort is made on both sides the result will be 
to encourage what after all is one of the most 
beneficent, certainly the most satisfying, forms 
of medical work. 
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EDITORIAL COMMENTS 
Promizole in Tuberculosis 


A report on the use of promizole in miliary 
tuberculosis by Lincoln, Stone and Hoffman! is 
a little more encouraging than that of Feldman, 
Hinshaw and Mann? in 1945 but still does not 
reveal the control of the disease which we look 
for. The authors first tried the drug in tuber- 
culous meningitis, with no beneficial results. 
Miliary tuberculosis has hardly a less grave 
prognosis, but from its more protracted course 
offers more chance of treatment. Five cases 
of miliary tuberculosis in children were treated 
with promizole in what was considered to be 
adequate amounts. Two died within five 
months: the other three showed recession of 
x-ray evidence of the disease and were alive 
30 to 33 months after promizole was first given. 
The survivors are still on maintenance doses of 
the drug. One developed tuberculosis of the 
spine, choroiditis and positive urine cultures 
whilst taking promizole. Two of the cases 
went on to cavitation. 

No toxic effects for discontinuance were ob- 
served but the drug is goitrogenie and stimu- 
lates secondary sex characteristics. It is slow 
in action in comparison with streptomycin. 


The World Medical Association 


The General Assembly of the World Medical 
Association which met in Paris in September, 
1947, decided to locate the head office of the 
Association in North America and authorized 
the Chairman of Council, Dr. T. C. Routley of 
Canada, and Dr. Louis Bauer of New York, 
Council representative from the American 
Medical Association, to select the site, subject 
to the approval of the American and Canadian 
Medical Associations. After careful considera- 
tion, it has been decided to locate the office in 
New York City, in excellent quarters which 
have been secured in the building of the New 
York Academy of Medicine at No. 2 East 103rd 
Street. 

Council will meet in New York on April 26, 
27, 28 and 29, 1948, at which time it is expected 
that the new quarters will be available. Fol- 
lowing the meeting of Council, the members 
will be guests of the American Medical Asso- 
ciation, the Mayo Foundation, the University 
of Minnesota and several other Universities, 
for a ten day tour which will take them as far 
west as Minneapolis. 


1. Bull. Johns Hopkins Hosp., 82: 56, 1948. 
2. Ann. Int. Med., 22: 696, 1945. 
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RECENT DEVELOPMENTS IN THE 
PROVISION OF MEDICAL SERVICES 
IN SASKATCHEWAN* 


F. D. Mott, M.D. 
Regina, Sask. 


In Saskatchewan, we are gaining momentum 
in the attempt to improve the health of our 
people by making a wide range of services 
available to the entire population. Among other 
things, we are concerned with the development 
of medical care services, so that no group may 
lack the opportunity for full participation in 
the benefit of scientific progress in the field of 
medicine, 

Working out methods for using scientific and 
technical knowledge in the cause of humanity 
is the great central problem of our time. As 
citizens in a changing world, and as members 
of the medical profession, we are deeply con- 
cerned not only with the general problem, but 
with our particular version of it. I hope that 
this review of what has been done in Saskatche- 
wan will provide us all with an opportunity to 
examine our thinking about the whole problem 
of the social application of medical knowledge, 
in all its broad connotations. 


Public interest jn this problem has found 
tangible expression in new legislation and plans 
for the extension of existing health services in 
virtually every country in the western world. 
For example, far-reaching reforms are being put 
into effect in the United Kingdom, in Sweden, 
in France, and in the Netherlands, while 
Australia is developing a new national program, 
South American countries are extending cover- 
age and benefits in their health insurance pro- 
grams, and in the United States federal, state 
and local authorities and a host of community 
groups share in the great wave of interest and 
enthusiasm for the development of complete 
health services. 


In Canada, we had high hopes for a national 
health program, but the stalemate in Dominion- 
Provincial relations has given occasion for the 
postponement of federal plans for assisting the 
Provinces in the development of comprehensive 
health programs. Nevertheless, some Provinces, 
including Saskatchewan, are attempting to go 
ahead within the limits of their resources and 
organize programs along the lines of those being 
developed all over the world for the extension 
of personal as well as community health services. 

We are anxious to take full advantage of the 
experience that has been accumulated elsewhere 
in formulating our plans for an effective means 
of meeting the great and growing demand for 


*Read at the Seventy-eighth Annual Meeting of 
the Canadian Medical Association, Section of Medical 
Economics, Winnipeg, June 26, 1947. 
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general medical services. At the same time, we 
are making a eareful evaluation of the com- 
munity programs that have characterized Sask- 
atchewan itself for more than thirty years. 

In reviewing methods of extending medical 
eare services to the whole population, we are 
concerned with planning a program which is an 
integral part of a broad system of health serv- 
ices organized in relation to the fundamental 
social and economic characteristics of the 
Provinee. 

It is unnecessary to dwell upon the social and 
economie context for health services planning in 
Saskatchewan. The economie situation in our 
agricultural Province is subject to extreme 
fluctuations because of its vulnerability to varia- 
tion in climatic and export market conditions. 
This fundamental characteristic underlines the 
necessity for long-range planning to provide an 
element of stability in health services. 

Technological change in agriculture leading 
to the development of farming as a large-scale 
industry has been accompanied by profound 
social changes, one indication of which may be 
found in the changing composition of the popu- 
lation. While we still have a population which 


is youthful by comparison with that in areas 
in older settlement, the emigration of young 
people from the Province is resulting in an in- 
creasing proportion of those who, while in no 
sense public dependents, have passed the pro- 
ductive years and cannot in the nature of things 


pay, on an individual basis, for their own medi- 
eal care. At the same time, there are relatively 
fewer people in the productive groups to pay 
for service to all. 

Economie change and population movements 
which affect the character of our health prob- 
lems and the basis of support for our services 
have taken place without regard to political 
boundaries. Saskatchewan is one of the Prov- 
inees which lacks the fiseal capacity to provide 
comprehensive services without Dominion as- 
sistance. This circumstance, and the fact that 
we are continually losing population in the pro- 
ductive age groups, have made it necessary for 
us to pay more than our share for services in 
terms of direct benefit to the people of our 
Province. 

We are continually handicapped by what are 
basically constitutional difficulties, which inter- 
fere with an approach to health and other social 
problems consistent with the fundamental eco- 
nomic organization of the country. 

I need not dwell upon this aspect of the 
background for Saskatchewan health planning; 
the recent history of Dominion-Provinceial rela- 
tions is too well known to justify extended 
comment on its relationship to our problems. 
However, no discussion of our program would 
be complete without mention of the fact that 
its development has been impeded by the lack 
of effective recognition of the national interest 
in the health of individuals in every Province. 
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Within the context of our total economic and 
social situation, we have undertaken the 
organization of an integrated program of com- 
munity and personal health services. We are 
attempting to develop the several phases of 
our program simultaneously, having regard to 
the character and extent of specialized services, 
such as the program of tuberculosis prevention 
and treatment carried out by the Saskatchewan 
Anti-Tubereulosis League, the work of the Pro- 
vineial Cancer Commission, and the expanding 
mental hygiene program. 


The Health Services Planning Commission is 
co-operating with the Provincial Department 
of Public Health in developing a regional ad- 
ministrative organization for the fundamental 
preventive services, long carried out, with vary- 
ing degrees of efficiency, by local municipal 
units. The Commission has initiated a paral- 
lel process of co-ordination and development 
with respect to personal health services. We 
are also proceeding with a plan for the im- 
provement and extension of hospital facilities. 
We have a Province-wide program of prepaid 
hospital eare in effect, and we are in the course 
of reviewing experience in the field of medical 
eare with a view to encouraging co-ordinated 
development in this field. 


The regional system, which is fundamental 
to all our planning, involves the organization 
of large administrative units covering the whole 
Province. These areas were originally intended 
to be 14 in number, but the development of co- 
ordinated planning has raised the question of 
the possible modification of boundaries to effect 
a reduction in the total number of units. These 
health regions are in various stages of organiza- 
tion, the rate of development depending in 
large degree on the availability of public 
health personnel, since the first service being 
organized on a regional basis is the generalized 
publie health program. 


Fundamental preventive services have al- 
ready been developed in five regions and are 
being organized progressively in other areas. 
The regional board in each area serves as an 
advisory body in the public health organization, 
and has power to organize personal health 
services. These regional boards are elected on 
the basis of population by district health 
councils which consist of representatives from 
all local municipal authorities in the area. 


Our planning contemplates that these dis- 
tricts will correspond to hospital districts in 
the development of hospital facilities, district 
activities in the various phases of the preventive 
program being based on hospital centres. The 
district hospitals will provide fundamental serv- 
ices, a broader range of service being projected 
at the regional level and advanced services of all 
types at the large centres in Saskatoon and 
Regina. 
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HOSPITAL PLANNING 


Planning hospital facilities and the preven- 
tive program on a ‘‘network’’ basis provides 
an opportunity for the parallel organization of 
medical care services. We think that district 
hospitals ean provide a base for supplying local 
practitioners with facilities and equipment 
essential to the modern practice of medicine, 
that regional centres should provide specialist 
and consultant services to the local doctors and 
that the regional groups in turn should depend 
for consultation and the opportunity for re- 
ferral upon one or two larger urban medical 
centres. 

This concept of an integrated system has 
been fundamental in our thinking as we have 
attempted to guide hospital construction. Our 
aim is not a large number of hospitals, but just 
enough well-equipped institutions to meet the 
needs of all our people. 

The number of active hospital beds in 
Saskatchewan has increased from 3,153 in 1937 
to 4,110 beds in May, 1947. This represents 
about 5 beds per thousand general population. 
An additional 2,119 beds are being planned for 
at the present time, of which 999 are actually 
under construction. In addition to increasing 
capacity through encouraging new construc- 
tion, we are concerned with assessing financial 
operations through the development of a uni- 
form accounting system and with raising 
standards of hospital service. We have 
instituted a program of hospital inspection in 
order to give effect to the grading system which 
has been developed as a basis for payment of 
hospitals under our Provincial Hospital Serv- 
ices plan. 

This plan is simply a program of prepaid 
general hospital care covering the whole Prov- 
ince. Public ward care and virtually all extra 
services are provided with no charge to the 
patient at the time of need. Out-patient serv- 
ices are excluded, along with private nursing 
service and the extra cost of private or semi- 
private accommodation. Funds are raised 
through a personal tax of $5, with $30 the 
maximum payment per family. This tax is 
yielding approximately 3.8 million dollars, or 
about 60% of the estimated cost of the plan for 
the first year. The remainder of the cost is 
being met out of Provincial funds. — 

Veterans are exempt from taxation and bene- 
fits to the extent that they are eligible for 
hospital care at the expense of the Federal gov- 
ernment, while public assistance recipients are 
eligible for benefits, but have their personal tax 
paid by the Provincial or municipal agency 
responsible for their maintenance. 

The operation of the hospital services plan 
has underlined the need for a parallel develop- 
ment of medical care services. The initial ex- 
clusion of out-patient services has resulted in 
problems which can be dealt with most effec- 
tively through the development of a medical 


care program. Fundamental economic and social 
conditions, which largely determine the financial 
resources of the patient and the community, and 
the existence of hospital and related facilities, 
are two of the principal factors determining the 
amount and character of medical services. The 
third basic factor is the availability of medical 
personnel. 


LOCATION OF PHYSICIANS 


When the supply and location of physicians 
in Saskatchewan is reviewed, we find a good 
illustration of the truth of the statement made 
long ago by Raymond Pear! that, ‘‘ Physicians 
behave, in the conduct of life, about as any 
group of sensible people would be expected to. 
They do business where business is good, and 
avoid places where it is bad.”’ 

Business is good in Saskatchewan now, but 
it has not been good long enough to bring our 
supply of physicians up to the national average. 
Last July there was one doctor for every 1,481 
people in the Province, as compared with one 
for approximately 1,000 people in Canada as a 
whole. However, in 1941, when the national 
average was the same, Saskatchewan had rela- 
tively fewer doctors than any other Province in .. 
Canada—only one for every 1,700 people. In. 
1946 the concentration of physicians in larger 
urban areas was greater in Saskatchewan than. 
in any other part of Canada, while there were 
relatively fewer doctors in our rural areas than 
in those of any other Province except New 
Brunswick. Of the 562 doctors in Saskatchewan 
last July, 209 were in Regina and Saskatoon, 
making the population. per physician 487 in 
comparison with the Provincial average of 1,481 
and an average in places of less than 10,000 of 
2,231 people per physician. 

It is interesting to notice that the number of 
doctors in relation to population in the two 
Saskatchewan cities continues to be higher than 
in any other Provincial group of cities over 
30,000 population even if the non-practising 
group is excluded in Saskatchewan and included 
in other Provinees. This fact underlines the 
high degree of urbanization of medical per- 
sonnel in Saskatchewan. 

Of course, the extent to which rural patients 
are given medical and hospital care in the cities 
may be greater in Saskatchewan than elsewhere ; 
we lack accurate comparative data on the point, 
but we have little reason to suppose that our 
Province is significantly different, at least from 
the other prairie Provinces, in that respect. 

It seems to me that the explanation of our 
difficulties lies in the fact that outside the cities 
the Province simply has not provided individual 
privately practising physicians with economic 
incentives and attractive conditions for practice. 
Heretofore, business has simply not been good 
enough in the rural areas. With existing eco- 
nomic conditions, however, it is not surprising 
that virtually all the recent increase in the 
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‘number of doctors in Saskatchewan, both abso- 
lutely and in relation to population, has been in 
the smaller places. 

Over a period of years the location of physi- 
cians has been affected by the development of 
collective arrangements to meet the cost of medi- 
cal care. The best known and most extensive 
type of arrangement is the municipal doctor 
plan, whereby local government authorities enter 
into agreements with one or more physicians to 
provide medical care for all residents of the 
area concerned. General practitioner care, in- 
cluding minor surgery and obstetrical care, is 
provided to the patient without payment, or 
with a nominal payment only, at the time of 
need. More than a third of the doctors prac- 
tising in rural communities in Saskatchewan 
are working on the basis of agreements with 
municipalities. Payment may be made _ by 
salary, through a capitation system or on a fee- 
for-service basis. The Health Services Planning 
Commission exercises some control over con- 
tracts, and makes grants to approved schemes. 
These grants are paid by the Province on the 
basis of a flat grant of 25 cents per capita per 
year to each area with an approved scheme, and 
equalization grants (varying up to $2.00 per 
capita) annually in areas of low assessed valua- 
tion. The grants are primarily incentive grants, 
with equalization payments directed toward the 
improvement of services in newer and poorer 
communities. 


The approval of plans is contingent upon use 
of a contract defining the services to be rendered 
and the basis of payment and safeguarding the 
position of the doctor and the municipality alike. 
A model contract being used to an increasing 
extent provides vacations with pay and leave 
for postgraduate work and fixes a minimum 
salary for doctors employed on that basis. 


The municipal doctor system has proved its 
value in Saskatchewan during its thirty years 
of operation. It has brought medical service 
to those who would have been without care if 
traditional individual payment had provided 
the basis for the remuneration of general prac- 
titioners. At the same time, it has ensured 
comparative stability of income for the practis- 
ing physician. 

Despite the proved value of the municipal 
doctor system, we are convinced that the time 
has come for a careful review of the basis of 
payment of physicians, the conditions of work, 
and the services provided to the community. 
Study is now being given to all these aspects 
of the municipal doctor system. We are in- 
clined to question the adequacy of payment. 
We are concerned about the potential over- 
loading of individual doctors, opening the door 
as it does to deterioration in the quality : of 
service. We are interested in conditions of 
practice and income security for the doctors, 
and have been gratified to note the details of 
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the contract: recently adopted in Manitoba. 
We are most deeply concerned with the prob- 
lem of incorporating the merits of the munici- 
pal doctor plan into a program flexible enough 
and comprehensive enough to keep pace with 
the changing character of medical practice, and 
we recognize the necessity for extending cover- 
age to larger population groups so that a better 
financial basis and a broader scope of services 
may be assured. 


Swirt CURRENT AREA 


Valuable experience along these lines is now 
being gained through the operation of a tax- 
supported plan in one of the health regions. 
Under this plan, administered by the regional 
board, prepaid medical services have been pro- 
vided for the 50,000 people who live in the 
Swift Current area. The program, which came 
into effect in this ranching and farming district 
on July 1, 1946, provides a complete medical 
eare service, hospital out-patient service and 
dental eare for children. In-patient hospital 
service was provided during the latter part of 
1946, before the Provincial plan went into 
effect. In Swift Current, veterans eligible for 
post-discharge medical care and socially de- 
pendent groups given care through the Pro- 
vineial public medical care plan are exempt 
from taxation and benefits. 

The budget for the program for 1947 is ap- 
proximately half a million dollars, of which 
about 90% is raised within the region, the rest 
representing Provincial grants. Approximately 
80% of the region’s large share of the total 
budget is raised through a personal tax of $10, 
with a $30 family maximum. The remaining 
30% is raised through a general land tax im- 
posed across the region on the basis of equal- 
ized assessment. 

A full range of general practitioner and 
specialist services is provided, payments being 
made on a fee-for-service basis to physicians 
practising in or near the region, and to outside 
doctors in the case of emergencies or referrals 
by regional doctors. 

Some of uS who are now responsible for 
health services planning in Saskatchewan are 
inclined to feel that certain features of the 
Swift Current program are open to criticism. 
We are by no means sanguine about the long- 
range fiscal soundness of a fee-for-service plan 
which does not protect the community interest 
by introducing some limit on the total expendi- 
ture for physicians’ services. Equally serious 
is the lack of real incentives for the improve- 
ment of standards of medical care. 

As I have implied, we feel that a true group- 
practice unit of physicians skilled in the basic 
specialties could make an essential contribution 
to medical care in a region like Swift Current. 
We are inclined to think that the best way, if 
not the only way, to make specialist services 
available to rural people in Saskatchewan is to 
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encourage the development of such units, with 
facilities for the modern practice of medicine 
made available through regional hospital centres. 

If conditions of practice were improved, diag- 
nostic equipment made available and the prob- 
lem of competition between general practitioners 
and specialists met squarely and realistically, 
we fail to see why it should not be possible to 
develop a regionalized medical care service 
which would meet the needs of the people and 
receive the support of members of the medical 
profession. Doubtless the Province-wide pro- 
gram of medical services, to be developed later 
when Dominion support is available, will be 
decentralized to some degree in accordance with 
today’s pattern of regionalization. 

Differing from our municipal and regional 
programs, the Provincial publie medical care 
plan is limited in application to public assistance 
beneficiaries. This plan, which is administered 
by the Medical Services Division of the Com- 
mission in co-operation with the College of 
Physicians and Surgeons, involves the provision 
of complete medical care, along with dental and 
optical benefits, to recipients of old age and 
blind pensions, mother’s allowances, and indi- 
gents for whom the Province is responsible. 

Hospital services are provided through the 
Provincial plan, and general practitioner and 
specialist medical care is provided on a fee-for- 
service basis. Collective payments are limited 
annually through the operation of a special fund 
established on the basis of $9.50 per year for 
each person entitled to benefit. 

The munipical doctor system, regional medical 
services and the program for public assistance 
beneficiaries together constitute a good start 
toward the development of a comprehensive 
medical care program. We realize that there 
will be difficulties in developing an integrated 
program incorporating the merits of existing 
plans and avoiding shortcomings which they— 
or a broader scheme—may entail. 

Certain principles, however, are clearly de- 
fined: the first, which I have discussed, is the 
necessity for co-ordinating medical and hospital 
care services with other phases of the general 
health program; the second is the prepayment 
principle with its corollary of reasonable budget 
control; and the third is the necessity for com- 
plete medical care, including specialist as well 
as general practitioner services. 

Making this third principle effective in admin- 
istrative practice raises a variety of complex 
problems. Essentially, they involve recognition 
of the idea that the physician’s ‘‘business’’ in- 
eludes not only the volume of what has been 
called ‘‘profitable illness’’ but a full range of 
activities for the prevention and treatment of 
all types of illness. The effectiveness of these 
activities depends on the availability of facilities 
for scientific practice, economic incentives, and 
the opportunities for professional development, 
research, and community service. 
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Many studies have shown that physicians tend:; 
to practise in-areas where there are good hos-# 
pital facilities. It is recognized that high stand- - 
ards of adequacy can only be achieved over a+ 
period of years, which may mark the transition. 
between individual ownership of diagnostic: 
facilities by the physicians and a comprehensive : 
system of group ownership or public provision 
of equipment. Facilities for consultation are 
fundamentally a matter of personnel rather than 
equipment, and our approach to the question! 
is implicit in what I have already said. We. 
favour the extension of facilities for professional « 
consultation through the organization of group : 
practice units, at strategic centres across the: 
Province. : 

We are very conscious of the fact that the! 
advancement of medical knowledge has made 
effective practice by individual physicians in- 
creasingly difficult. We recognize the great 
contribution they have made in the past, and 
are making at present in areas where this con- 
tinues as the most appropriate method of pro- 
viding service to the public. At the same time, 
if only because we are meeting in Winnipeg, 
the stronghold of group practice, we cannot 
help but realize the benefits in terms of stand- 
ards of medical care and professional oppor- 
tunity which can accrue to patients and 
physicians alike, from co-operative practice 
arrangements. — 


We hope that Saskatchewan, with its long 
tradition of co-operative endeavour, may be an 
appropriate place for a broad application of 
the principle, which we regard as essential to 
the development of an integrated medical care 
program. In this connection, I may say that 
we in Saskatchewan are inclined to call in ques- 
tion the division between general practitioner 
and specialist services in the allocation of grants 
for medical care in the Dominion government’s 
health insurance proposals. The type of separa- 
tion which it involves tends to limit programs 
to general practitioner services which fail to 
meet the full needs of the patient. Experience 
with medical care plans has shown that pres- 
sure from the side of consumers leads to the 
provision of comprehensive services. We feel 
that this trend should be anticipated, and an 


integrated program involving a full range of 


service contemplated from the outset. 


ECONOMIC AND OTHER INCENTIVES 


With reference to economic incentives for the 
physician, I may say that we regard it as es- 
sential that the concept of adequate remunera- 
tion should include real guarantees of income 
security. While limitation on collective income 
is essential to budgeting, whether the health 
services program is administered by a private 
or a public agency, we feel that a floor under 
incomes is the proper complement. A certain 
stability of physicians’ incomes must be as- 
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sured, so that they have a guarantee that in bad 
times they will not suffer more acutely than 
other groups in the community. We are anx- 
ious to have the co-operation of other members 
of the medical profession in working out a 
formula to meet this situation, so that legisla- 
tive protection may be developed. 

Opportunities for professional development 
and for the organization of research we regard 
as implicit in our over-all plan. We feel that 
both of these are fundamental to a high 
standard of medical care. This raises the whole 
problem of medical education for under- 
graduate and graduate physicians alike, which 
in turn is a phase of the general problem of 
personnel training. Without referring to its 
broader aspects, perhaps I may comment 
briefly on the special problem of training medi- 
eal personnel through the development of a 
full program of medical teaching at the Univer- 
sity of Saskatchewan. 

At the outset, we were somewhat concerned 
as to the desirability of attempting to extend 
medical education in a Province with as small 
a population as Saskatchewan. We tend to 
favour placing emphasis on developing co- 
operative training programs along with the 
other western Provinces, which face problems 
that are essentially similar. However, on the 
basis of study of the whole question of the place 
of a medical education centre in planning medi- 
cal services, we are now inclined to think that 
such an institution ean provide an essential 
element of training, not merely at the under- 
graduate level, but in the form of refresher 
courses and decentralized consultation service, 
for physicians in actual practice. 

While we recognize the basic need for 
extending training facilities, we are handi- 
capped by the lack of standards of adequacy. 
We feel that comprehensive health services 
can only be undertaken on the basis of a care- 
ful review of long-range personnel require- 
ments and the development of training pro- 
grams adapted to changing needs. The prob- 
lem is one which cannot be met Provincially. 
It demands study right across Canada in 
relation to our national needs and our responsi- 
bility for supplying personnel to help meet the 
urgent health problems in devastated and 
undeveloped areas of the world. 

Recognition of our responsibility for work in 
other countries underlines the basic principle 
of medical care as a service to humanity. We 
feel that in formulating plans to make best 
use of all our resources, we are contributing 
to the wider cause. 


Wit and judgment often are at strife 
Though meant each other’s aid, like man and wife. 
—Pope. 


MEN and BOOKS 


DR. CHARLES ERNEST SMYTH: PIONEER 
DOCTOR OF MEDICINE HAT* 


G. D. Stanley, M.D. 
Calgary, Alta. 


The pioneer doctor, Charles E. Smyth and 
the pioneer city, Medicine Hat, belong to one 
another. Dr. Smyth did not exactly make Medi- 
cine Hat nor did Medicine Hat exactly make 
Dr. Smyth. But the doctor did bring a lot to 
Medicine Hat, and Medicine Hat did bring a 
lot to him, by way of opportunity to serve, and 
he used that opportunity nobly and well. Yet 
it is admitted frankly that the beautiful Cypress 
Hills, the widespread prairies, the roving buf- 
faloes, the restless Indians, and various other 
movements and agencies, had preceded both 
doctor and city to the future scene of their 
activities, and had prepared the way. 

For instance, Hudson’s Bay traders had seen 
the Cypress Hills in 1825; Palliser had passed 
through the very site of Medicine Hat in 1859; 
Northwest Mounted Police had established Fort 
Walsh in 1875, and the Canadian Pacifie Rail- 
way had arrived in 1883. Even the Canadian 
Government had become awakened to the possi- 
bilities of the country in 1862, and enquired of 
the Hudson’s Bay Company, through its Gov- 
ernor, as to its willingness to co-operate in pro- 
viding a road and telegraph line, in order to 
open communication with British Columbia, and 
to attract settlers and adventurers into that 
section of the prairies. But running true to his 
narrow-gauge vision, the Governor had replied: 


‘What! sequester our very taproot! Take away 
the fertile lands where our buffaloes feed! Let in all 
kinds of people to squat and settle and frighten away 
the fur-bearing animals they don’t hurt and kill! 
Impossible! Destruction of our time-honoured in- 
dustry! If these gentlemen are so patriotic, why don’t 
they buy us out?’’ (Arthur 8S. Morton.) 


Also, Rudyard Kipling was an early visitor 
to Medicine Hat in 1892, and he described it 


cé 


as a “‘siding by a trestle-bridge where Indians 
sold beadwork’’. A tramp there, at the time, 
had more vision and advanced a prophecy to 
Kipling which stuck in his mind: ‘‘You’ll hear 
of that town if you live. She’s born lucky’’. 
Kipling returned in 1907 and recorded in his 
Letters: ‘‘So, this trip I stopped to make sure. 
It was a beautiful town of 6,000 people ...a 
company of joyous men and women gave us 
such a day as never was’’. (As a matter of 
fact Kipling was driven everywhere in the first 
automobile to reach Medicine Hat). ‘‘What 
about luck?’’ he asked. ‘‘Heavens!’’ said one, 
‘‘haven’t you heard about our natural gas? 

*Read at the Seventy-eighth Annual Meeting of 


the Canadian Medical Association, Section of His- 
torical Medicine, Winnipeg, June 27, 1947. 
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Come and see’’. So they proceeded to ‘‘blow 
off’’ a gas well to celebrate the occasion. Those 
of us who have seen and heard a gas well 
‘*blow off’’, can understand Kipling’s recorced 
conclusion, that ‘‘Medicine Hat had all hell for 
a basement’’. Some years later, a highly 
modern Chamber of Commerce group took ob- 
jection to the undignified old Indian-made name 
of ‘‘Medicine Hat’’, and proposed a change. 
Kipling heard of it, and wrote a protest in the 
strongest possible terms against depriving the 
‘‘Nineveh’’ his mind had planned, and the 
‘‘town that was born lucky’’, of its greatest 
sentimental asset — its unique characteristic 
name—Medicine Hat, Hence, Medicine Hat it 
was; Medicine Hat it still is, and Medicine Hat 
it will continue to be. 

Where did the name come from? Heaven 
only knows! There are numerous legends of 
Indian mythology that claim its origin. We 
shall let it go at that, for any one of them is 
good enough. So, Medicine Hat has become one 
of the ‘‘names full of our history, our achieve- 
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carried on private practice as well. Our Dr. 
Smyth succeeded Dr. Barker Peters in 1895. 
Dr. Peters died suddenly of typhoid fever after 
a short time in practice. How Dr. C, E. Smyth 
and Dr. C. F. Smith succeeded in travelling in 
the same profession, along the same road, in 
the same town, without confusion, when the 
single little loop tacked into the middle letter 
of the same surname, was the only distinguish- 
ing point in their names, has never been ex- 
plained; but they did it gracefully and well. 
The original hospital building still stands, al- 
though a recent press report announces that 
steps are being made to serap it in favour of a 
more extensive municipal institution. 

We have already intimated that this historical 
sketch is not meant to insist that Medicine Hat 
and our Dr. Smyth are synonymous, or even 
that the Medicine Hat General Hospital was all 
Dr. Smyth’s doing; but it does mean that the 
continuous and intensive application of Dr. 
Smyth’s organizing ability and _ professional 


training provided the solid and scientific founda-¢p 


ments, our failures, our memories, the lost tion upon which the present institution has beenQ W 
dreams of our youth, the splendid hope of our built. Dr. F. W. Gershaw, who should know, © 
future’’ (Bruce Hutchinson). confirms this conclusion in the following words: © v) 
Recently, the City Fathers promoted a real o a D CO 
tive competition for-a suitable symbol to Tepre- ,, qDt,fimgth wat for many, years the guiding band = Op 
sent Medicine Hat. Two outstanding competitors tal. He was always on the alert to make use of them) _ UW 
were alike in regard to the variegated bright newly discovered things, and in the hospital manage--, ©_ J 
colours on a black background. One showed an ™ent it may be said of him that aa 
Indian headpiece in the centre; the other, and ‘=a em — _— reproved each dull delay, (=F 
winning one, replaced the pompous Indian with ured to brighter worlds, and led the way. ning 
the horns and forehead of the buffalo. Either Further, it may be affirmed that the steady © “J 
was typical of Medicine Hat, but, personally, and persistent ambition on the part of Dr. ~ :? 


we should have stood by the proud old Indian. 
He may not have been there before the buffalo, 
but at least he has stayed around a good deal 
later. 

As headquarters for the white man, Medicine 
Hat began to bud early in 1883, when a few 
pioneers pegged down their tents on this beau- 
tiful spot on the South Saskatchewan River, and 
gambled that the C.P.R. right-of-way would 
pass that way. It did in June, 1883, and the 
present town site became a fixture, and also 
became the C.P.R.’s first divisional point in 
Alberta. One of its earliest structures was a 
small temporary railway hospital, similar to 
others erected at strategic points on the right 
of way between there and Banff, and required 
only during the construction of the road. 

In 1888 the villagers of Medicine Hat erected 
their own general hospital with thirteen beds 
and it became incorporated by an Act of the 
Legislature of the Northwest Territories in 1889. 
It was opened by the Lieutenant-Governor and 
was the first incorporated hospital between Win- 
nipeg and Victoria. Its first medical superin- 
tendent was Dr, Albert Olivier, and for a short 
period Dr. J. G. Calder, a C.P.R. surseon, was 
referred to as his assistant. Then Dr. C. F. 
Smith became C.P.R. surgeon in 1894, and 


Smyth, to have the Medicine Hat General Hos- * 


pital recognized as the last word in up-to-date ~ 


scientific medicine and original research, had 
so seized even the laity’s thinking, and was 
so accepted as a part of the civie pride, that 
citizens, with every kindliness and respect, 
would refer humorously to the local cemetery 
as ‘‘Dr. Smyth’s Experimental Farm’’. Of 
course, this bit of combined levity and good- 
will must be recalled in association with the bit 
of political wire-pulling that had been going on 
and had the backing of the City Council, the 
Board of Trade, the Agricultural Society, the 
Liberal Association, the Women’s Clubs and 
every other community organization, to induce 
the Government of Alberta to inaugurate a 
‘*Provineial Experimenal Farm’’ on one of the 
properties adjacent to the cemetery. 

Dr. Smyth came to Medicine Hat in 1895 as 
Superintendent of the General Hospital. The 
hospital had only thirteen beds, but it was effi- 
cient as hospitals went in those days and ad- 
mitted 226 patients in its first year. Also, it 
received the most loyal moral and financial 
support of the citizens of the town, headed 
eapably by Mr. John Niblock, District Super- 
intendent of the C.P.R. and then resident at 
Medicine Hat. Incidentally, but with much 
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sentiment, when I arrived in Alberta in July, 
1901, I brought with me a letter of introduc- 
tion from John Niblock to Dr. Smyth. It was 
a valuable bit of reassurance to a recent gradu- 
ate, broken in health and down and out 
financially, to carry with him to a strange land, 
where he had come to bask in God’s sunshine, 
and to breathe Alberta’s well-advertised fresh 
air, and while doing so to gather up enough 
of man’s ready money to keep body and soul 
together. Hence, most of the readers will ap- 
preciate the writer’s emotion when speaking of 
Dr. Smyth and John Niblock. 

Dr. Smyth remained in Medicine Hat until 
1927, when a sudden detachment of the retina 
oceurred one morning in the middle of a major 
operation. He never operated again and 
resigning his position, retired to Vancouver, 
where he enjoys life still in association with 
various hobbies of which we shall speak. Under 
his superintendency the capacity of the Medi- 
cine Hat General Hospital had increased to 125 
beds, with two operating rooms, a separate 
maternity hospital, and a fine nurses’ home, all 
fully equipped throughout. 

Prior to his coming to Medicine Hat in 1895, 
Dr. Smyth had earried on his first medical 
practice at Wolseley, Sask. for eleven months. 
He had graduated from the University of 
Toronto in 1894, and received his parchment 
at convocation from the hand of Lord Aberdeen, 
Governor-General of Canada at that time. He 
was born at St. Catharines, Ont. on March 26, 
1870, and received there his primary and 
secondary education until he started to teach 
school for three years, before he entered on his 
course in medicine. It is presumed that he was 
like many of the rest of us at that particular 
stage of educational progress, and that he 
found it necessary to produce some finances to 
proceed along the medical course. 

Further, it is assumed that since he came 
from St. Catharines he must have been a 
lacrosse player, because the writer happens to 
have learned early in his life that any boy in 
St. Catharines in those days that called himself 
a boy, was as keen on playing rough and 
tumble lacrosse, as he was on swimming the 
canal when the police weren’t looking. In any 
ease, Smyth was sport enough to become an 
outstanding golfer in Medicine Hat and won 
many competitions. On one occasion he had 
the honour of playing several rounds with Lord 
Byng, Governor-General of Canada, who had 
parked his special car at Medicine Hat for a 
few days in order to play golf at the City’s 
Golf Club, of which Dr. Smyth was president. 
Smyth has never divulged the score on that 
oceasion, but he treasures in his possession the 
score-card signed ‘‘Byng of Vimy’’. 

Dr. Smyth did postgraduate work at various 
times in Chicago, New York and in England 
and made frequent brief visits to the Mayo 
Clinic. In 1920 he was made a Fellow of the 


American College of Surgeons. He took an 
active part during many years in the medi- 
eal organizations of the city, province and 
dominion. He was president of the Alberta 
Medical Association in 1913-14, after having 
served several years as a member of the execu- 
tive, and one year as vice-president. Dr. F. 
W. Gershaw also of Medicine Hat, was secre- 
tary during Dr. Smyth’s presidential year. 
During that year Dr. Smyth persuaded Dr. 
William Mayo to send to the Annual Provincial 
Convention at Medicine Hat, Dr. Russell D. 
Corman, chief radiologist at the Mayo Clinic, 
who presented an _ illustrated lecture on 
‘‘Stomach Cancer and Ulcers and the Use of 
X-rays in Diagnosis’’. This was the first of 
many succeeding occasions when the Mayo 
Clinie extended a helping hand to the medical 
profession in Alberta. 


Dr. Smyth’s own contributions to the pro- 
grams of the medical conventions were always 
valuable. Among these may be mentioned his 
published article on Anthropology and Medi- 
cine, his paper on General Peritonitis, and an- 
other paper on Dislocations of the Spine. The 
latter recalls an ‘‘unforgettable incident’’ in 
connection with Dr. Smyth’s pioneer practice 
at ‘‘the Hat’’. The patient had sustained a 
spinal dislocation between the third and fourth 
cervical vertebre. Efforts at reduction under 
anesthesia had failed, and Smyth had decided 
five days later to operate by incision over the 
entire posterior neck. The patient’s mother- 
in-law was an ardent Christian Scientist. She 
had arrived on the scene, and had demanded 
that a Christian Science practitioner be called 
in, to be associated with Smyth in the treat- 
ment. This particular mother-in-law failed en- 
tirely to intimidate the doctor ; he refused point- 
blank to have the practitioner’s assistance, and 
proceeded with the operation. The ultimate 
result was a perfect recovery. In due course 
the doctor sent his statement of fees for serv- 
ices rendered, and the patient refused payment, 
also point-blank, affirming with much vehe- 
mence that the surgery had nothing whatever 
to do with his recovery, but that it was due 
solely to the absent treatment administered by 
the Christian Science practitioner at the 
moment Smyth refused to co-operate. 

The disconcerting nature of this incident, 
financially speaking, must not be assumed to 
have characterized all of Smyth’s private 
practice. The contra-situation is illustrated in 
the following instance: H— and his wife were 
never too ardent in their expressions of love 
one to another. She usually referred to her 
husband as ‘‘that old brute H—’’, and he usu- 
ally referred to her with the same type of en- 
dearment. She, however, handled the money. 
One morning H— appeared at the doctor’s office 
and addressed him as follows: ‘‘Doc! You’d 
better go up and see the wife; she’s sick, she’s 
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pretty sick; I guess she’s awful sick. If she 
gets better, she’ll pay you. If she don’t, I’ll 
pay you and pay you d d well.’’ 

Dr. Smyth’s reputation as an expert witness 
was enhanced during the famous Neigel murder 
trial in 1917, when Adam Neigel and a neigh- 
bour woman connived together each to murder 
the partner, then to marry each other, and be- 
come joint owners of two farms. Neigel did 
his part but the woman flunked. The poison 
used by Neigel was strychnine. Dr. Smyth, 
who was the Crown’s chief medical expert wit- 
ness, arranged to have the duplication of its 
effect upon the woman who died demonstrated 
experimentally in front of the jury by Dr. 
Collip, then Professor of Biochemistry in the 
University of Alberta, and later famous by 
reason of his association with Dr. Banting in 
the discovery of insulin. Dr. Collip injected 
some of the stomach contents of the dead woman 
into live frogs. The frogs went into violent 
convulsions, of course, and died before the 
jury’s very eyes. Their joint medico-legal evi- 
dence was a masterpiece. Neigel was hanged. 
Dr, Smyth and his associate took about one-half 
hour to present their irrefutable evidence. The 
expert medical witness for the defence was 
before the Court for nine hours, in an endeavour 
to offset Smyth’s evidence, but was ultimately 
driven to admit that he could not disprove any 
of Dr. Smyth’s presentation. 


There is an old cynicism passed around fre- 
quently inside our profession: ‘‘ When you want 
real medical advice, consult your barber’’. The 
lesson it is supposed to teach might be parodied 
to apply to farming about as follows: ‘‘If you 
want a real ‘gentleman farmer’, commandeer 
your doctor’’. Well, our Dr. Smyth became a 
‘‘ventleman farmer’’ and of course produced 
that lack of financial success invariably accom- 
plished by the host of brother-physician-experi- 
menters who had preceded him in the same ex- 
periment (and incidentally will succeed him 
too.) Then, in due course, he decided to pro- 
mote once again a general application of the 
lesson, and so tackled the geological field, by 
selecting various ‘‘wild ecat’’ oil propositions. 
Sure enough! Same results! He had certainly 
proved the lesson to his friends, and perhaps 
had learned it himself. In connection with one 
of the latter exploits, when he had fallen an 
easy victim to an orthodox get-rich-quick artist, 
he ultimately found himself giving evidence in 
a crowded court-room, along with the late 
Viscount Bennett, (then ‘‘R.B.’’), who was con- 
ducting the cross-examination. R.B, was 
stealthily leading up to a clinching point, which 
he hoped to drive home at the psychological 
moment, -and quietly soliloquized: ‘‘Now, Dr. 
Smyth, I would like to have your opinion. You 
are a successful medical practitioner and a good 
business man.’’ ‘‘Hold on, there, Mr. Bennett! 
Not on your life!’’ broke in Dr. Smyth, ‘‘If 





I were I certainly would not be here today.’’ 
R.B. had met his equal for that moment at least. 


Dr. Smyth took a leading place as a citizen 
of his city, and never failed to answer the 
numerous calls which came to him in respect to 
public duties. He was a charter member and 
past president of the local Kiwanis Club. He 
was a consistent temperance advocate, and one 
of his favourite expressions ‘‘Drink water 
freely’’ has become a byword in Medicine Hat. 
Yet the abundance of human kindness in his 
make-up caused him to relax respecting this 
particular principle on special occasions, as 
evidenced in the following incident: Jesse — 
loved a drink of Scotch at any time, and several 
of them on special occasions. He had developed 
an abscess in his stiff knee, and Dr. Smyth had 
just opened it. The occasion warranted a drink 
from Jesse’s standpoint, and the doctor weak- 
ened: ‘‘ Well, nurse, we had better give him a 
drink.’’ She brought in the usual 2 oz., but 
Smyth surrendered entirely: ‘‘Don’t you think 
we had better double it up for Jesse?’’ 


Dr. Smyth, in spite of his public conscience, 
consistently avoided the acceptance of any 
political candidatures. Yet he was a keen 
politician, and knew his political philosophy 
was right; at least, he was always found on our 
side of the political fence. In fact, old timers 
of our persuasion still recall the occasion of the 
election of C. Av Magrath in 1911, when Dr. 
Smyth organized a torch-light parade to cele- 
brate properly the last victory the faithful 
Tories of Medicine Hat have had a chance to 
celebrate. Even this great event failed to sup- 
port a parade across the whole length of the 
city, and the doctor found himself completing 
the tail-end of it by himself. 


Unlike his personal friend Hon. F. W. Ger- 
shaw and ourself, he refused to accept his 
party’s nomination, although he was urged to 
do so on several occasions. He was persuaded 
to serve as a member of the Public School 
Board for many years, and proved himself 
aggressive and broad-minded in promoting the 
cause of education in his home city. Im fact, 
education, literature, music and the arts consti- 
tuted his interpretation of Osler’s aphorism: 
‘“Begin at once the cultivation of some interest 
other than the purely professional; no matter 
what it is, have an outside hobby’’. Hence, 
one need hardly point out that in his person- 
ality and associations, Dr. Smyth was always 
the studious, cultivated, polished and dignified 
gentleman. He possessed his own speech 
mannerisms, One friend writes: The ‘punctili- 
ous exactness of his’ enunciation’ is the best 
way to express it. . . . His preciseness in 
speech is the one personal characteristic which 
people remember aside from his charm of 
manner and lovable character’’. The Smyths 
were hospitable people and made most charm- 
ing hosts in their attractive home. 
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In respect to his place in the medical field 
we quote Dr. Gershaw again: ‘‘The career of 
Dr. Smyth might well be regarded as a model 
one. He practised ethically and generously. 
He had great sympathy and upheld the highest 
ideals of the profession.’’ 


Perhaps some of the extrinsic characteristics 
just mentioned may appear casually to be dif- 
ferent from those usually spoken of as belong- 
ing to the ‘‘country doctor’’; yet the intrinsic 
virtues, which place many of the pioneer 
doctors among Canada’s national heroes, are 
those which belonged truly to Medicine Hat’s 
pioneer doctor, Charles Ernest Smyth. 

‘*He was a country doctor, and his hair is white 


as SHOW, 
One of the old profession who practised years 


ago 

Out of the smoky clearing ere life became so 
fast; 

One of the last survivors of a race that’s al- 
most past.’’ 


The writer wishes to express his thanks to the follow- 
ing who assisted him in providing data contained in this 
paper: Dr. F. W. Gershaw, Dr. Frank Fish, Dr. W. 
Bramley-Moore, Dr. Harold Orr, Messrs, C. W. Niblock 
and Roy Osborne. 


214-6th Ave. W. 


MEDICO-LEGAL 


THE SETTLEMENT OF CLAIMS 
T. L. Fisher, M.D.* 
Ottawa, Ont. 


Requests from members of the Canadian 
Medical Protective Association for advice about 
the wisest action to be taken when dissatisfied 
patients have demanded money for alleged 
faulty services have been received frequently 
enough lately to make some discussion of this 
matter pertinent. 

The following are fair samples of the claims 
reported. One member had a patient referred 
to him in June, 1944, for x-ray treatment of a 
neurodermatitis. She had received x-ray treat- 
ment in 1941 for the same reason, in 1942, and 
again in 1943. The course of treatment given 
in 1944 was recommended by the referring 
doctor and approved by our member. At the end 
of treatment the skin appeared normal though 
some itching persisted, Three months later 
the patient reported that a small ulcer had 
formed in one of the treated areas and she went 
to a clinic, where so far as is known, she re- 
ceived only medical treatment. On her return, 
however, she demanded from the doctor the 
costs she had incurred. The matter was finally 


* Secretary-Treasurer of the Canadian Medical Protec- 
tive Association. 
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settled on payment by the doctor of a consider- 
able sum of money. 

The same doctor had another claim made 
against him a few months later by a patient 
who stated she had suffered an infection in one 
arm which began 24 hours after a blood test 
had been taken. Once again the doctor settled 
without any argument. 

Three months later another doctor associated 
with the first had a threat of claim for a large 
sum made against him following his treatment 
of a fracture. This threat so far has been car- 
ried no further. 

Still another member, wholly unconnected 
with the above two, some four or five years ago, 
had a mouth gag slip while he was doing a 
tonsillectomy on a child and it knocked out 
two lower permanent teeth. Some time there- 
after, when the child’s father discussed the 
matter with the doctor, the doctor apparently 
agreed to assume whatever dental expense 
would prove necessary as a result of the loss of 
the teeth. Recently he had to pay a consider- 
able sum in final settlement. 

The law does not demand of any doctor that 
all his work be perfect, or that all his results 
be good, or that he never make a mistake, or 
even that he never have an accident. It does 
demand, however, that any work he does shall 
be the best of which he is capable, that he 
bring to that work a degree of skill and knowl- 
edge such as might be expected from another 
doctor in the same district doing the same type 
of work, and that any accident which happens 
shall happen in spite of due care and ordinary 
precautions in the application of the skill and 
knowledge. It should be interjected here that 
decent office records, records showing the re- 
sults of examinations, the conclusions reached, 
and the treatment applied, are the doctor’s 
greatest safeguard when allegations of mis- 
diagnosis or mistreatment or malpractice or 
negligence are made against the doctor. If the 
records contain the doctor’s original opinion 
about prognosis it may prove extremely help- 
ful. If accidents occur a note about the manner 
of occurrence and the circumstances may be of 
invaluable assistance to a doctor later. 

There was no alleged or demonstrable ill- 
result in any of the above cases, nor any evi- 
dence that the doctors had been careless in their 
work, that they had failed to take ordinary 
precautions or that the happenings had been, 
in the ordinary course of events, preventable. 
The work had been done under good circum- 
stances with ordinary competence and with due 
care and precaution. Yet, in spite of this, each 
doctor showed a readiness, based probably on 
fear, to assume responsibility, and financial 
responsibility, for something that happened in 
spite of his best efforts. This the law does not 
expect or force any doctor to do. When a 
doctor does allow himself to be frightened into 
assuming responsibility unnecessarily he not 
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only does himself harm but he harms his col- 
leagues. Part of the reason for citing the first 
three cases was to illustrate the fact that a 
settlement by a doctor in any district makes 
subsequent claims in that district more likely 
and makes it more difficult for other doctors 
to avoid claims and to refuse settlement. 


When circumstances like these arise it is wise 
to make to the patient, or a responsible relative, 
a short, accurate, concise statement of the facts 
surrounding the incident with a further state- 
ment that the happening was one which occur- 
red in spite of due care and precaution and 
in spite of the doctor’s usual efforts. That 
much, in fairness to both the patient and the 
doctor, is necessary. There should not then be 
any further discussion and this rule should be 
followed closely. Prolonged explanations to an 
individual without medical training and back- 
ground can serve only to confuse him and 
many times does more than confuse, it leaves 
the patient feeling that the doctor is trying to 
talk his way out of something, or is trying to 
conceal some carelessness. When threats have 
been made or when actual claims have been 
made it is doubly important that the doctor 
should confine himself to his original statement, 
that he did his best, that he used all due care 
and precaution and that therefore he will not 
accept any responsibility for the result. 


Settlement of claims such as those used as 
illustrations can never be anything but harm- 
ful. Too many doctors feel that settlement can 
be made secretly, that no one need know it was 
made. This hope is false. No settlement is 
ever a secret. The patient tells his friends who 
immediately decide either that there was some- 
thing wrong or the doctor would not have 
settled, or that the doctor was easily frightened. 
Because, with a settlement, there is no open 
publicity, a doctor has no means of defending 
himself against any statements made by the 
patient. Thus the way is prepared for further 
threats and further claims. 


If, on the other hand, the patient proceeds 
to institute court action the doctor has a fair 
opportunity to defend himself, and if his work 
has been of average competence in terms of the 
work done by other men in his own field, he 
ean defend himself successfully. His defence, 
further, is open and above board and no one 
can feel that the settlement must have been 
made because he was in the wrong. Rarely 
does a court action harm a doctor. Doctors too 
often forget or underestimate the loyalty their 
patients give them. Very often, instead of leav- 
ing him and doing him harm, patients will 
rally round him and give him all the help they 
can. 


Therefore, doctors should do the best work 
of which they are capable, constantly. When 
they are faced with threats or claims, they 
should make a short, accurate statement of the 


facts surrounding the circumstances giving rise 
to the claim, they should then disclaim respon- 
sibility, and thereafter they should refuse dis- 
cussion of the matter. And they should not 
talk. More men talk themselves into trouble 
than explain themselves out of trouble. 








A GREAT PHYSIOLOGIST.—Physiology is not so much 
a subject as a point of view; and Sir Joseph Barcroft, 
if he did not explicitly preach this text, lived it. The 
genius of simplicity brought him to the heart of the 
most complex problem, and the use of this gift earned 
him a place among the great physiologists. Whatever 
he touched fell into perspective and was illuminated— 
illuminated so clearly and with such a delightful play 
of wit and simile as to reawaken the fascination of 
discovery in the most disillusioned. He was not a 
specialist, but brought his zest for scientific adven- 
ture to the exploration of many fields—the physiology 
of the blood, the spleen, the kidney, the fetus, and the 
processes of ruminant digestion. He was not a hacker 
of the jungle, but made rather for the peaks; he 
seemed to delight in showing others the view, and to 
be on the lookout for those who could see it as he 
did. He did not pretend to know what was in each 
valley, but his recruits were there and rarely failed 
to find something worth while. His Architecture of 
Physiological Function was an attempt to find for physi- 
ology as a whole that co-ordinating central idea which 
he had revealed in so many of its parts. His interest 
latterly in the physiology of the fetus represented, 
perhaps, a final effort to come to closer grips with the 
fundamental mystery, With his passing, a spiritual 
link with the great period of English physiology has 
dissolved.—The Lancet, p. 415, March 29, 1947. 





A team of industrial psychiatrists had spent several 
days in an iron and steel works. Their investigations 
and analyses had gone smoothly except for one 
puzzling incident in the dispatch department. Here 
some twenty elderly workmen, each provided with a 
two-wheeled trolley, carried sacks of nuts and bolts 
down an incline to the edge of a canal where they 
tipped their load into a barge. Nineteen of the men 
pushed their trolley in front of them but the twentieth 
pulled his behind him, and this required additional 
manwuvring. 


It was clear that this man was less efficient than 
his mates, but what puzzled the psychiatrists was 
why he pulled his trolley instead of pushing it. They 
spent the morning watching Sam, for that was the 
name of the black sheep, but came to no satisfactory 
conclusions, and brought the matter up at lunch in 
the director’s dining-room. The works manager treated 
the whole matter with ridicule; he was a hard-headed 
Scot and had little time for these new-fangled in- 
investigators. Having listened with scorn to a variety 
of theories he said, ‘‘Och, why don’t ye ask the mon 
why he pulls yon trolley and be done wi’ it?’’ 


Such horse-sense was irrefutable, and after lunch 
the party returned to the dispatch bank. The works 
manager was wasting no time and beckoned to Sam. 
‘*Now Sam’’, he said, ‘‘these gentlemen want to know 
why ye pull yon trolley and nay push it like t’other 
lads.’’ Sam seemed quite nonplussed by the question 
and somewhat embarrassed. He stood on one leg and 
then on the other. He removed his greasy cap and 
fumbled it in his hands. ‘‘I don’t rightly know’’, he 
replied in a raw Midland accent, ‘‘but I reckon it’s 
because I’m sick of the sight of the bloody thing.’’— 
The Lancet, December 13, 1947. 
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We reproduce above a photograph taken by the late 
Dr. Fred J. Tees, of Montreal. The scene is Lower Town, 
Quebec, and the picture was taken on a summer morning 
in 1896, when Dr. Tees was a boy of 16. It shows how 
keen a sense of composition he had even then. 
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The two scenes below were also taken by Dr. Tees, much 
later in life, in the Laurentians near his summer home, 

These are instances of the work of a man who was deeply 
interested in photography and did much to develop the Sal 
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for the display of the artistic work of our profession. 
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THE CAMS! COLUMN 


A STUDENTS’ APPEAL TO THE 
GENERAL PRACTITIONER 


Donald B. McConachie 


National Director of Public Relations, CAMSI, 
Toronto, Ont. 


Are you interested in furthering the art of general 
practice in Canada? The medical students of Canada 
are! 


At its eleventh annual conference in November, The 
Canadian Association of Medical Students and Interns 
incorporated into the minutes a motion, the essence of 
which is, ‘‘ Whereas there is a growing problem of in- 
adequate medical care in some communities of Canada, 
and whereas there is a decreasing incentive for medical 
students to seek general practitioner careers, and 
whereas the incentive to specialize is increasing out of 
all proportion to the country’s need, therefore be it 
resolved that—CAMSI favour the principle of stimulat- 
ing more interest in general practice . . .’’. 


What lies behind this ‘‘incentive to specialize’’ that 
is so evident in Canada’s medical colleges today? It 
may be a result of uncritical monetary consideration on 
the part of the student. It may be that modern litera- 
ture and the cinema have influenced the student to con- 
sider the specialist as a figure of some romance—a 
glorified Martin Arrowsmith. More probably it is simply 
ignorance on the student’s part as to the function, need, 
and value of a general practitioner in a community. 
Throughout his entire medical course the student is 
lectured to by specialists in every subject, he observes 
large laboratory facilities for making complicated 
diagnoses, he takes clinics in large hospitals admirably 
equipped for the specialist approach to every condition. 
How many bewildered students are heard to remark, 
‘*T’m certainly going to specialize! However can I 
remember everything about everything? How could I 
be safe in drawing any conclusion if stuck ‘up-country’ 
with no bacteriologist, no pathologist. . . .’’ 


Yet, despite the fears voiced by such students, the 
general practitioner in Canada is still maintaining the 
high standards of medical practice. Since he is deprived 
of some of the more highly specialized media for diagno- 
sis and treatment, he must have some other means at his 
disposal in order to maintain these standards, and these 
are experience, and integrity; experience in recognizing 
the signs by the methods available to him, and integrity 
in deciding the course of action. 


The whole problem, therefore, seems to be one of 
education. CAMSI has initiated a plan in order to 
bring this education to the student. Efforts are being 
made to familiarize all general practitioners throughout 
the country with the scheme, which essentially is this: 
the doctor is urged to accept a medical student during 
the summer months as an apprentice. These clinical 
year students, besides being of aid to the physician (by 
doing routine blood work, etc.) will have an opportunity 
of viewing first-hand the functioning of a community 
doetor. He will be able to observe techniques and 
methods perhaps not emphasized at college, he will see 
an aspect of the doctor-patient relationship not seen in 
his clinical classes, and it is hoped he will be able to 
discern something of the unique position of the doctor 
in his community. 


Doctors who are interested in this plan are invited to 
write to the National Executive of CAMSI: Miss Joan 
Vale (Secretary, CAMSI), Room 107, Anatomy Bldg., 
University of Toronto, Toronto 2, Ontario. Those writ- 
ing should include their names, address, and special 
qualifications required of the student if desired. All 
such names received will be sent at once to the various 
medical schools in the country. The student will then 
complete the arrangements in a personal basis. . 


You are reminded that this scheme applies to all 
Provinces. Although it actually acts regionally, all 
initial arrangements are made through the National 
Executive to insure complete distribution. 

The CAMSI is most concerned that the true value 
of the general practitioner be made known to the student, 
and urges the co-operation of all doctors in solving this 
problem of education. 
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Proceedings from the Ward Rounds of the 
Misericordia Hospital, Edmonton, Alberta* 
C. B. Rich, M.D., F.R.C.P.[C.]} and 
A. J. Samuels, B.Sc., M.D.¢ 


CASE 1 


B.A.L. IN ARSPHENAMINE ENCEPHALITIS J 


In January, 1947, a 34-year old male was treated 
with penicillin, 20,000 units q.3h. over a period of 4 
days for a right-sided pyelitis, and discharged as cured 
6 days after admission. The condition recurred very 
shortly after discharge and on cystoscopy as an out- 
patient a culture of Staph. awreus and Strep. hzemo- 
lyticus was obtained from the bladder. On this finding, 
arsphenamine therapy was instituted, the patient being 
given marpharsen 0.04 gm. on alternate days for a total 
of 0.16 gm. from January 24 to 30. 

On February 12, the patient complained of fatigue, 
headache, ache in the back and the legs, and vomiting 
over a period of three days. Temperature was 99.0°, 
urinalysis was negative, and cerebration was slow, and 
on February 15 the patient was admitted to this hos- 
pital. He was lethargic and complained of weakness 
of the right half of the body. Rapidly he became less 
co-operative and by evening was restless, incoherent, 
with increased reflexes throughout, greater on the right 
side, and with a right-sided hemiplegia. By 10.00 p.m. 
he was unconscious, spastic ‘throughout, and with posi- 
tive Babinski bilaterally. By 11.00 p.m. respiratory 
excursion was embarrassed, and oxygen was administered 
by catheter. 

A spinal tap revealed 12 cells per c.mm. mostly 
lymphocytes; glucose 0.086 mgm. %; colloidal gold 
3311100000; Pandy 2 plus; Wassermann negative. 
Urinalysis was negative. Hemoglobin 90%, red blood 
cells 5,370,000, white blood cells 7,850, polymorphonu- 
clears 76%, lymphocytes 24%. A provisional diagnosis 
of arsphenamine encephalitis was made, despite the de- 
lay of onset of symptoms. In this regard, Globus and 
Ginsberg! give two hours to 3 to 4 weeks as possible 
range of delayed onset, with an average of 2% to 3 days. 

At 12.00 midnight a first dose of B.A.L. 1.8 ¢c.c. was 
administered intramuscularly and repeated every four 
hours as recommended by Sulzberger and Baer.2 Arti- 
ficial respiration was necessary three times at intervals 
during the early morning, and as a prophylactic measure 
penicillin 20,000 units was given every three hours intra- 
muscularly. The temperature rapidly rose and reached 
105.0° by axilla at 5.00 a.m. but then progressively 
decreased, as did the spasticity. During the afternoon 
of this critical‘day, 5 ¢.c. of intocostrin (curare) was 
administered intravenously, and repeated in 2 ¢.c. doses 
at four hour intervals, with some increase in respiratory 
excursion. For the remainder of the day the patient 
was treated symptomatically. 

On February 17, two days after admission, the pa- 
tient roused and spoke, and thereafter progressively im- 


* Submitted for publication, September 1, 1947. 

t Chairman of Ward Rounds. 

¢ Resident in Medicine. 

{ Presented at Ward Rounds, March, 1947, by Dr. 
H. Nix. 
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proved. Spontaneous conversation with normal tempera- 
ture and pulse was noted on February 20, and B.A.L. 
was discontinued after six days of therapy. Thirteen 
days after admission, he was discharged as cured, and 
follow-up over a period of five months disclosed that 
the return to work was accompanied by a progressive 
improvement in memory, concentration and initiative, 
the patient feeling completely recovered at this date. 


CASE 2 
PACHYMENINGITIS HYPERTROPHICA CERVICALIS* 


A 55-year old married mechanic was admitted to this 
hospital on November 13, 1946, complaining of pain in 
the back of the neck and between the shoulder blades, 
frontal headaches, general malaise and loss of appetite, 
loss of approximately fifteen pounds weight, all of ap- 
proximately two weeks’ duration. Five weeks prior to 
admission the patient developed a chest cold with dry 
cough. Two weeks later the above complaints began 
to appear with frontal headache and pain in the back 
of the neck, radiating to right shoulder. He was 
nauseated and vomited and had a temperature of 100.0°. 
One week ago the pain spread to the left shoulder and 
the headache improved. The pain was not relieved by 
heat and increased with movement at the neck or shoulder. 

There was a history dating back 20 years of recurrent 
neck and shoulder pain. Examination revealed an in- 
ability to elevate the left arm above the shoulder, and 
pain in moving the right arm through the maximum 
range of movements. The tongue protruded slightly 
to the right. There was tenderness and pain over the 
spines of the Sth, 6th and 7th vertebr; recent muscle 
wasting of both forearm extensor groups of muscles, 
the interossei muscles, thenar and hypothenar eminences. 

On November 23, the sedimentation rate was 23.0 
mm./hr, (Cutler), on December 5, it was 25.0 mm./hr. 
The hemoglobin was 78%, red blood cells 4,350,000, 
white blood cells 9,400, 10% stabs. The sputum was 
negative for T.B. on three successive daily smears. 
Blood sugar tolerance curve was mildly hyperglycemic 
but fell to 106 mgm. in the 3rd specimen. X-ray of chest 
revealed a thickening of the right interlobar sulcus with 
minimal infiltration of the right lower central lung. 
A barium enema demonstrated an atonic but normal 
bowel. On x-ray of the stomach and duodenum spas- 
ticity with deformity of the duodenal caput was found, 
x-ray of cervical spines revealed some osteoarthritic 
lipping of C 5, 6 and 7. One week later recheck x-ray 
of chest revealed improvement with some density of 
left hilar area. <A gall-bladder x-ray was normal. An 
electrocardiogram showed some myocardial fibrosis. 

A spinal tap revealed clear fluid with normal 
dynamics; a first zone colloidal gold curve of 5555420000 
with 2 plus Pandy positive; the quantitative Wassermann 
was negative. The patient spent four weeks in hospital 
with no improvement despite physiotherapy and rest in 
bed, and was discharged. On January 13, 1947, he was 
readmitted for further investigation of the same com- 
plaints. In addition to the complaints localizing about 
the lower cervical spines, he also had suffered an episode 
of sudden onset of fumbling speech and incoherence, 
nervousness, and difficulty in eating for‘ two weeks. 

On readmission the previous complaints had almost 
completely resolved. The patient looked better and 
demonstrated an increase of weight. There was a 
loss of left pupillary reflex to light. Deep reflexes of 
biceps and triceps of both arms were absent, and vaso- 
motor changes were now visible in the right arm. 
The sedimentation rate was still elevated to 26.0 
mm./hr. and the white blood cells three days later 
was found to be 11,650 with 76% polymorphonuclears. 
A recheck x-ray of C 5, 6 and 7 confirmed the pre- 
vious report with no changes. There followed a rapid 
down hill course with progressive weakness of both 
arms, as well as the muscles of the head and neck, 


* Presented by C. B. Rich, M.D., F.R.C.P.[C.] and 
V. K. O’Gorman, B.A., M.B. 
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and eventually the lower extremities. The patient 
expired on February 5. 

The post mortem revealed normal intracranial con- 
tents, hypostatic pneumonia with pulmonary edema 
as the immediate cause of death. Examination of the 
spinal cord revealed a greatly thickened dura, with 
adhesions of the dura to the arachnoid from about 
C 5 to D 6. There was a purulent exudate on the 
inner surface of the dura mater, which was found to 
be a mixture of organisms on culture. The nerve roots 
traversed the thickened dura, showing fibrinous adhe- 
sions along their course. 

The microscopic appearance demonstrated diffuse 
infiltrations by polymorphonuclears, eosinophils, plasma 
cells and lymphocytes, with small abscess formations. 
The arachnoid could not be made out as a separate 
membrane, although the cord itself showed no change. 
The histological findings were those of a chronic 
productive inflammatory process suggesting a luetic 
origin. The pathological interpretation was pachy- 
meningitis hypertrophica cervicalis and dorsalis.* 
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Saskatoon District Medical Society 


The monthly staff meetings have been held at each 
hospital and in December officers for the year were 
elected. At the St. Paul’s Hospital, Dr. B. W. Hargarten, 
Dr. J. M. Campbell, and Dr. S. Worobetz will be active 
officers. While at the City Hospital Dr. B. A. Jackson 
is President, Dr. H. D. Dalgleish, Vice-president and 
Dr. Schwager, Secretary. 

The first clinical pathological conference was held in 
Saskatoon on December 1, under the auspices of the 
University with Dr. Lindsay as Chairman and Dr. Moore 
leading the pathological discussion. 

The case presented was extremely interesting. A man 
on horsehack was struck by a car and death followed 34 
hours after the accident. He suffered a comminuted 
fracture of the tibia and fibula and death was due to 
widespread fat embolism with particular involvement of 
brain and brain stem, heart, lungs, liver and kidneys. 
It is expected to hold one of these conferences every 
month and with this very interesting beginning and 
exceptionally good attendance it is felt this program 
is away to a good start. 


La société médicale des hopitaux universitaires 
de Québec 


Reunion de la société médicale des hépitaux universi- 


taires de Québec, vendredi, le 7 novembre 1947. 


QUELQUES CONSIDERATIONS SUR LE PNEUMOPERITOINE.— 
L. Rousseau et C.-H. Dorval. 


Ce traitement fut institué surtout dans les formes 
graves de tuberculose oi toute autre thérapeutique 
paraissait impossible. Des améliorations ont été 
observées chez 30% des malades traités, 15% demeu- 
rent dans un état stationnaire tandis que 1]’évolution 
de la tuberculose n’était aucunement modifiée dans 
55% des cas. Les cavernes géantes, les formes 
caséeuses, les broncho-pneumonies ne sont pas plus 
contrélées par le pneumopéritoine que par toute autre 
collapsothérapie. Les formes hémorragiques, les locali- 
sations de la base peuvent étre justifiables de ce 
traitement. L/’association d’une phrénicectomie au 
pneumopéritoine. réalise un meilleur collapsus. Les 
tuberculoses pulmonaires bilatérales peuvent bénéficier 
de ce traitement comme temps préparatoire & une 
autre acte opératoire médical ou chirurgical. 


* Department of Pathology, Alberta Provincial 
Laboratory. 
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LOBECTOMIE POUR BRONCHIECTASIES.—L, Rousseau. 


Observation d’une enfant de neuf ans souffrant de 
bronchiectasies depuis une affection pulmonaire sur- 
venue quelques mois aprés la naissance. Une radio- 
graphie aprés injection lipiodol montrait des dilata- 
tions en grappes de raisins & la base pulmonaire 
gauche. La flore microbienne était constituée de 
streptocoques et spirilles. Une lobectomie fut bien 
supportée et suivie de la disparition des signes de 
suppuration. La technique opératoire employée fut 
celle préconisée par Overholt qui consiste 4 faire des 
ligatures séparées du pedicule et & fermer le thorax 
par premiére intention. 


EMPHYSFME SOUS-CUTANE GENERALISE D’ORIGINE TRAU- 
MATIQUE.—R. Desmoules et J.-P. Roger. 


Les auteurs rapportent l’observation d’un malade 
le 55 ans qui, & la suite d’un accident d’automobile, 
fit un pneumothorax suivi d’emphyséme sous-cutané 
généralisé. Des ponctions évacuatrices d’air furent 
sans résultat. Un thoracenthése avec drainage fermé 
permit d’obtenir une guérison en quelques jours. Ils 
émettent l’opinion qu’il s’est agi de blessure pleuro- 
pulmonaire, sans signes décelables de fractures osseuses 
thoraciques et que 1]’air s’est répandu par voie médi- 
astinale et non par voie sous-pleurale thoracique. 
PLAIES THORACO-PULMONAIRES.—J.-P. Roger et J.-M. 
Lemieux. 


Ces auteurs ont eu un cas de blessure pulmonaire 
par un morceau de verre qu’ils ont extrait par thora- 
cotomie large. A cette occasion, ils firent un relevé 
de 1’état actuel du traitement des plaies thoraco- 
pulmonaires, traitement qui a grandement bénéficié 
des expériences de la derniére guerre. 


ASSOCIATIONS COLLAPSOTHERAPIQUES DANS LA TUBERCU- 
LOSE PULMONAIRE.—R. Desmeules et Ph. Richard. 


Les associations thérapeutiques médico-chirurgicales 
entreprises au moment opportun dans le domaine de 
la tuberculose pulmonaire conduisent a des réalisations 
heureuses qui justifient leur emploi. Elles constituent 
l’une des applications de la collaboration médico- 
chirurgicale qui unit le phtisiologue au chirurgien du 
thorax. Les auteurs présentent trois observations. Le 
premiére illustre les effets bienfaisants d’une phrén- 
icectomie complémentaire & un pneumothorax droit et 
d’un pneumothorax gauche pour des lésions bilatérales; 
la deuxiéme met en évidence 1’action thérapeutique 
d’une phréno-exérése associée & un pneumothorax 
homo-latéral chez un adolescent porteur d’une lésion 
cavitaire gauche; la troisiéme souligne 1l’action con- 
jugée d’un pneumothorax droit et d’une thoracoplastie 
élective supérieure gauche. 


MISCELLANY 
On Keeping to One’s Own Territory 


[The following editorial from ‘‘ The Canadian Hos- 
pital’’ (January, 1948) deals with a local incident, but 
is so sensible and clearly written that we feel it is worthy 
of reproduction. Dr. Harvey Agnew of course speaks 
with the highest authority. Epiror.] 


Considerable indignation was being voiced last month 
in hospital circles in Ontario over the large box advertise- 
ments appearing in Toronto papers with wide provincial 
circulations, seeking nurses for ‘‘a University Hospital 
in the United States’’. Salaries well above the levels 
prevailing in Canada were offered, with a 40-hour week, 
28 days’ vacation, plus six holidays per year, ‘‘and 
your birthday’’. At first the insertion did give~the 


names of the hospital, the Strong Memorial of Rochester, 
N.Y., but later this was changed as above. Pupil nurses 
also were solicited. Some 60 or more nurses are re- 
ported to have gone down to the hotel to see the hos- 
pital’s recruiting representative. The Toronto Hospital 
Council has regretted this action by resolution and has 
so notified the provincial and federal ministers of health. 


A similar advertisement in the Montreal papers was 
protested by the Montreal Hospitals, and the representa- 
tive did not go there as planned, having obtained, it 
was stated, enough recruits in Toronto. The Executive 
of the Canadian Nurses Association has drawn the at- 
tention of the Canadian Hospital Council to this incident. 
Knowing Basil MacLean’s* flair for the dramatic, he 
must have been very well pleased with the publicity 
obtained. The paper that boasts the largest circulation 
in Canada gave the controversy two-column front page 
publicity, with a cut of the very photogenic recruiting 
agent at the Royal York and included, over several 
issues, interviews with the Federal Minister of Health, 
his Deputy Minister, the Provincial Minister of Health 
and other dignitaries. Even Time discussed the incident. 


No one can quarrei with the good judgment of Dr. 
MacLean’s nursing department in seeking Canadian 
nurses. But that hospitals, with already inadequate 
staffs and with costs rising well above income, would 
resent this offer of gross salaries above Canadian levels, 
ean be understood. The fact that these salaries were 
‘*with no perquisites’’ and would leave the nurse little 
further ahead at the end of the year because of higher 
costs of living in the United States would register very 
little with many nurses or with the public. Many Cana- 
dian Hospitals still do not include the cost of meals or 
of full maintenance in the salary stated, or include them 
at a very low figure, a practice developed to help the 
nurse with her income tax, but now used against the 
hospital by the thoughtless employee who fails to ap- 
preciate the present day cash value of perquisites. 


Actually little cari be done about it. Employees have 
the right to change their places of employment. There 
is no legal restriction on the emigration of nurses to the 
United States despite the tremendous shortage here. 
Many people have had sufficient loyalty to their native 
country to stay here despite offers of unusual opportunity 
across the line, but this consideration weighs little with 
others. The obvious lack of concern with the plight of 
their own alma mater or with the nursing shortage in 
Canada on the part of some of the applicants who were 
interviewed by the press on this occasion was discourag- 
ing reading to those who have hoped—and still hope— 
that the spirit which has made nursing such an honoured 
profession may still be found among the younger nurses. 
To at least one nurse, as quoted, the concern of her 
superintendent for the welfare of the patients was a 
matter almost of jest. Obviously their plight meant little 
to her. 


This movement to other fields has long been a problem 
in Canada as the emigration totals over the years, 
especially of skilled workers, bears witness. Nor has 
Ontario been the only province to see such advertise- 
ments, for New England Hospitals have solicited nurses 
and others in the Maritimes, and Pacific Coast States 
have sought help in British Columbia. As Dr. MacLean 
has pointed out, hospitals in other American cities 
advertise in the Rochester papers. The suggestion has 
been made—and it would seem to have merit—that the 
relations between hospitals in different areas would be 
happier and the people employed in an area would not 
be upset if there could be a general understanding 
among hospitals that they would not advertise for 
general duty nurses or domestic help, except in the press 
of their own community. 


* Superintendent of the Strong Memorial Hospital, 
Rochester, N.Y. 
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CORRESPONDENCE 


Iodine Deficiency Disease 
To the Editor: 


The article by Dr. W. N. Kemp, on ‘‘Iodine De- 
ficiency Disease’’ in the Journal, October, 1947, is 
most interesting. May I add thereto several observa- 
tions made on the problem of iodine deficiency in both 
animals and humans. My observations of animals 
were made in the Saskatchewan River basin, that is 
the upper reaches of the old glacial Lake Agassiz. 
My observation of the humans was made in Winnipeg 
and in the Japanese Prison Camp at Angler, Ontario, 
both fresh water areas, the former again in the 
Agassiz Lake bottom. 

Animal conditions in the Saskatchewan River area 
in 1922 were as outlined by Dr. Kemp, in other Con- 
tinental areas. By 1927 the farmer had learned his 
lesson the hard way and was rearing young stock to 
supply his markets and power needs. I observed at 
this time, that breeding stock on minute quantities 
of iodide remained fatter and more well favoured than 
stock which was not on iodides. Consequently in a 
herd in which I was interested, I made iodides routine 
in their care. It was noted that injuries such as 
barbed wire cuts and collar galls on horses healed 
more readily. 

Of particular interest was the difference in effect 
on cattle, sheep, hogs and horses of an iodine free 
diet. Cattle and sheep were born with goitres, hogs 
were born hairless and colts died in their first three 
years, usually in their first six months of a condition 
known as joint and navel disease. This condition in 
horses was to all appearances due to an organism said 
to enter through the cord of the new born foal. This 
idea may have had some foundation as the occasional 
foal dropped on clean pasture survived. In this same 
area the years 1939-41 proved to be encephalomyelitis 


years. My herd of horses seemed to have an immunity 


for not until 1941 did the disease hit. Then a six 
month old colt went down with it and to our surprise 
recovered with a minimum of care and no medication. 
The same summer a survey of the area proved no cases 
of encephalomyelitis in horses on iodine routine. 

I have since learned that the late R. A. McLoughry, 
V.S., of MacGregor, Man., was using iodine therapy in 
his treatment of encephalomyelitis during the epidemic 
years with some degree of success. His reports were 
unfortunately not published due to his death. 


A recent article published in the American Veterinary 
Medical Journal of August, 1946, by R. D. Radeliff, V.S. 
entitled ‘‘Sodium Iodine Therapy in Infectious Equine 
Encephalomyelitis’’ reports that in his practice in 
Texas he reduced the mortality rate among horses from 
40 to 10% with no ‘‘dummies’’. He uses sodium iodide 
intravenously, while Dr. R. A. McLoughry used potassium 
iodide. ; 


Observations made at Angler, Ont. on Japanese 
P.O.W.’s and guards alike were made following the 
introduction of potassium iodide to their drinking water 
in amounts calculated to double the amount available 
in iodized salt. I may here add that in my opinion 
iodized salt is readily depleted of its iodine when left 
in storage. Notations made here were, a general increase 
in body weight and a remarkable absence of skin infec- 
tions in spite of the Japanese practice of burning the 
skin with numerous mounds of leaf pith, as a counter 
irritant. It was also noted by the dental officer that 
upper respiratory infections in this camp were practically 
nil, while he averaged three patients a day with upper 
respiratory infections in a camp of German P.O.W.’s 
who were living under identical conditions but without 
additional iodides. During the five months of observa- 
tions we had three cases of influenza in the Angler Camp. 

Observations made in Winnipeg showed that in 8 
cases of mastoid involvement, in one month in the 
Winnipeg General Hospital, none had used iodized salt 


in the home; and secondly of 18 cases of polio in 1942 
9 families did not use iodized salt, 5 did and 4 were 
uncertain about salt used. 

It is evident that because of the minute quantity of 
iodine employed in cases cited that its medical value is 
nil. It is my theory therefore that in some way the 
iodine ion acts as a catylyst upon the normal defence 
mechanism of the body, to increase the phagocytic 
properties of the leucocytes or to act as an opsonin. It 
is of interest to note that Dr. R. D. Radeliff in his article 
came to a similar conclusion. 


CONCLUSIONS 


1. Minute quantities of iodine in the diet of pregnant 
dams prevent goitre in lambs and calves, hairlessness 
in new born pigs and joint and navel disease, apparently 
a septicemic condition in colts. 

2. Minute quantities of iodine in the diet of humans 
prevent stillbirth, adds weight, promotes wound healing 
and prevents skin infections.1 

3. Intravenous iodine will reduce the mortality rate 
in encephalomyelitis in horses and in the diet appears 
to prevent the same disease.2 

4, Iodized salt when long in storage is depleted of 
its iodine content. 

5. Iodine ions in the body act as a catalyst upon the 
normal defence mechanisms. 

6. Further experimental observations should prove of 
value. J. F. Epwarp, M.D. 
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Acute Mercurial Poisoning 


To the Editor: 


If I may, I should like to comment upon the case of 
‘¢ Acute mercurial poisoning by inhalation of metallic 
vapour in an infant’’ reported by Dr. J. S. Campbell 
in the last (January) number of the Journal. 

As Dr. Campbell has pointed out, there are no such 
eases on record in the Indicus Medicus within this 
century. The condition, however, has not been rare. 
Not many years ago, but still in this century, when 
mirrors were made by backing the glass with silver- 
mercury amalgam and driving off the mercury with heat, 
extreme forms of poisoning were common. At present, 
there are, approximately, 100 occupations in which the 
workers are exposed to the risk of poisoning from 
vapours of mercury and, as Glaister points out in the 
8th edition of his Medical Jurisprudence and Toxicology, 
‘¢cases of industrial mercurial poisoning, some of them 
fatal, occur from time to time’’. Also, within this 
century, an almost exact duplicate of this case was 
death of a woman following inhalation of the vapour 
from 2.4 grams of mercury which had fallen on a hot 
stove-lid (Lehrbuch der chemischen toxikologie, 2te. 
Aufl., p. 202, 1924). 

What, I believe, makes Dr. Campbell’s case unique 
is the concentration of the vapour to which this child 
was exposed. One teaspoonful of mercury—about 4 c.c. 
—weighs about 50 grams (8.G. = 13.59). Therefore, 
considering (a) the dimensions of the room given, 
namely, 10 x 14 x 9 feet; (b) no attempt had been made 
to ventilate the room; (c) the child’ was in the room 
when the mercury vapourized; and (d) within one-half 
hour she had been close to the stove; this child was 
exposed to a mercury vapour concentration of close to 
1,500 mgm. per cubic metre; whereas, the toxicological 
limit—maximum allowable concentration in industry, 
based on an 8-hour daily exposure—is about 0.1 mgm. 
per cubic metre—and as little as 10 to 40 mgm. have 
been known to cause bronchial irritation. 

An interesting question is the extent to which the 
leucocytosis may have been due to ‘‘metal fume-fever’’, 








Canad. M.A. J. 
Feb. 1948, vol. 58 


THE LONDON LETTER 





211 


——————o———====KxKxKRHrenn—nra—c—vn—=unvc=C*xC=xCxx*=x=]_mna"=InI{"Naa"nanNDnDn{[{[{[{[{[{[{=]=[[—>—=cL-L=LL=»|=]]4u“™={&X—@==]ER—"==— 


leucocytosis being one of its striking characteristics, 
regardless of the type of metal—zinc, copper, etc. 


As this case is a distinct contribution to the toxi- 
cology of mercury, if some of the post-mortem material 
is still available, it would be very instructive to examine 
it for mercury with the gold-amalgam test which, in my 
experience, is at least one hundred times more sensitive 
than the Reinsch test. Absence of mercury in the tissues 
is almost inconceivable with exposure to such a high con- 
centration. Scrapings of the bronchial mucous mem- 
brane would probably be found to be rich in mercury, 
since it is here that the molecules inhaled first attach 
themselves and attack the proteins to form mercury 
albuminate, which being soluble in excess albumen, is 
then absorbed into the body. I. M. RABINOWITCH 


Montreal, Jan. 12, 1948. 


Victorian Order of Nurses 
To the Editor: 


[The following letter (in part) has been received from 
Miss Elizabeth Smellie commenting on a recent editorial 
reference to the Victorian Order of Nurses. We are 
extremely appreciative of the interest shown by one 
whose services in the nursing world have been and con- 
tinue to be so notable.—EpiTor. | 


‘¢,. . . What has always fascinated me about the 


Order is the number and variety of people involved in 
its service. It is a national voluntary organization with 
a definite objective. The Boards are public-spirited 
representatives of the community served, physicians act 
in an advisory capacity to national and local boards and 
all nursing work is carried on under their direction. The 
local boards assume the responsibility of financing the 
work by securing local grants and voluntary contribu- 
tions. The work, whether carried on in town, city or 
county, supplements the hospital service and the work 
of the official Department of Health. The public sup- 
port it. 

‘‘Unless a young woman is keenly interested in 
nursing and in people, she is not likely to enter the 
Victorian Order, and they almost invariably seem happy 
in their work because of being useful to so many people. 
Now they have prospect of pension on retirement. Con- 
tinuous effort is made to improve conditions under which 
the nurses carry on their work. 


‘*We have more yet to do regarding keeping govern- 
ments, provincial and local, better informed regarding 
its activities, Publicity for the work is not difficult to 
obtain. Extension is hampered for the usual financial 
reason. The situation is aggravated at the moment by 
difficulty in securing fully qualified nurses. ’’ 





Excessive Advertising 
To the Editor: 


Isn’t it about time that organized medicine took some 
cognizance of the racket that exists in pharmaceuticals? 


On my desk this morning appears the latest night- 
mare of the fevered brain of some advertising executive. 
It is sent to me by a well known pharmaceutical house 
and consists of a box 11 x 8 x 1% inches. Inside this 
is an imitation leather case with a collection of plates 
showing all the terrible consequences of not buying 
sufficient vitamins. Also a booklet on the same subject. 
The cost of sending such an elaborate set up to every 
doctor in Canada must represent a large sum. 


There can only be one fate for this and similar 
material—the waste basket. Even supposing it were 
scientifically sound and clinically desirable, it would be 
physically impossible for a doctor to keep near at hand 
all the pharmaceutical effluvia with which he is deluged. 


No wonder, Mr. Editor, the general public find it a 
grievous burden to meet the cost of present day medi- 


cines! Someone has to pay, indeed is paying for the 
cost of this ridiculous advertising. In this day of short- 
age of material and rising cost of living, is it too much 
to expect that drug houses should keep their advertising 
to a minimum, and cease this senseless rivalry of who 
can litter the doctor’s desk with the most lurid literature? 


The answer is in our hands! Two or three firms are 
particularly bad offenders, The frank statement of 
organized medicine that we consider such material waste, 
and look with disfavour on the product of firms persist- 
ing in its use would soon produce results. We owe it 
to our patients to do something about it! R. G. LAaReE 
Prince Rupert, B.C. 


SPECIAL CORRESPONDENCE 
The London Letter 


(From our special correspondent) 


THE PENULTIMATE STAGE 


The publication last month of the report of the 
Negotiating Committee of the medical profession, 
along with the Minister of Health’s comments there- 
on, crystallizes in dogmatic, if not particularly con- 
ciliatory, language the viewpoints of the two sides 
to the negotiations. The Minister has remained 
adamant in his refusal to allow the sale of practices, 
or to concede the final right of appeal of practitioners 
to the courts. He has been equally insistent upon the 
necessity for part of the remuneration of practitioners 
being payable in the form of a basic salary. The 
Negotiating Committee, on the other hand, has con- 
ceded the principle that the new scheme should apply 
to the whole population, and not only to those coming 
under the National Health Insurance Act and their 
dependents, and has agreed that the scheme as ap- 
plied to hospitals is satisfactory. 

A plebiscite of the profession will be taken on 
January 31, and the final policy of the British Medical 
Association is to be based upon the result of the 
plebiscite. There is no doubt as to the official attitude 
of the Council of the B.M.A., who state categorically 
that ‘‘the Service as described by the Minister con- 
flicts with the traditions and standards of a great 
profession’’. 


A CRISIS OF CONFIDENCE 


What is the outlook? Prognostication is always 
difficult, and often unwise, but it is generally agreed 
that a satisfactory modus vivendi will be evolved. That 
there have been faults on both sides during the 
negotiations is not to be denied. The Minister has 
earried his skill as a negotiator to the stage of 
casuistry and has tended to treat matters of prin- 
ciples to the profession as mere debating points. The 
B.M.A. on the other hand have tended to overlook the 
difficult political position in which the Minister is 
placed and have laid themselves open, quite inno- 
cently, to the accusation that they are more interested 
in financial details than in major principles. The fiery 
Welsh temperament of the Minister has not improved 
matters, and there can be little doubt that one of 
the major factors responsible for the present impasse 
is a crisis of confidence. To overcome this impasse 
should not prove too difficult, particularly if one out- 
standing fact is borne in mind, namely that the 
National Health Service Act has been accepted by 
Parliament. In a democratic country that means that 


it must be accepted. Such acceptance does not imply 
that modification or amendments must not be pressed, 
but these can only be pressed by constitutional 
methods. 
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From the more mundane point of view it must 
always be remembered that under modern legislation 
such wide powers are delegated to Ministers that no 
matter what promises are made by one particular 
Minister, there is no guarantee that his successor in 
office will accept them. If the country desires a state 
medical service, then a state medical service we shall 
have, no matter how abhorrent the idea may be to 
the members of a learned profession. There are few 
members of the profession over here who wish to 
emulate Canute, and the majority will probably decide 
that the only attitude to adopt is to do their best to 
ensure that the traditions of our profession and the 
interests of our patients will not suffer, no matter 
under what system we may have to work. 


MEDICAL CENSORSHIP 


An important aspect of the new régime, to which 
attention is now being drawn, is the possible effect upon 
the publications of medical men. Under the new scheme 
will doctors need to submit articles to their superiors 
before sending them to medical journals for publication? 
That the risk is a real one is indicated, for instance, by 
the present procedure in the Ministry of Education. 
According to Mr. Johnston Abraham in a letter to the 
British Medical Jowrnal, no official in this Ministry is 
allowed to write educational books unless express per- 
mission has been given. Just to accentuate matters, 
even when permission has been granted, the Ministry 
claims the royalties earned. If such a precedent is to 
be followed by the Ministry of Health the outlook is 
indeed black. Fortunately many members of the pro- 
fession have already had experience of what Depart- 
mental censorship means during their time in the Forces 
during the war. 


The depressing effect upon initiative of such censor- 
ship is well brought out by another writer in The Lancet, 
who draws a grim, but all too true, picture of the 
months’ delay that resulted from an article passing 
steadily and painfully slowly through the Departmental 
mill before it was finally returned to the author in a 
bedraggled condition and so manhandled and pigeon- 
holed that it was scarcely decipherable. Such men are 
not going to be put off by vague Ministerial promises, 
and it is to be hoped that immediate and drastic steps 
will be taken to ensure that the freedom of the medical 
press is not to be denied to those members of the pro- 
fession who, because of the high traditions of their 
professional calling, are prepared to work a scheme of 
which they personally disapprove. 


THE NUTRITIONAL OUTLOOK 


The gravity of the immediate outlook for the nutri- 
tional status of the country is emphasized in an article 
in the January issue of The Practitioner by Sir Jack 
Drummond who was Scientific Adviser to the Ministry 
of Food during the 1939-45 war. Writing as the out- 
standing authority on nutrition in this country and as 
one who had a unique experience of nutritional problems 
during the recent war, he states quite categorically that 
in the immediate future the calorie requirements of the 
country will not be met. On the other hand he empha- 
sizes the point that as yet no evidence has been presented 
to show that the nutritional state of the people has de- 
clined. In comparison with the world outlook the outlook 
here is bright, and he is convinced that the only hope for 
the world is the immediate development of the ground-nut 
scheme in tropical Africa: ‘‘That great experiment (the 
ground-nut scheme in Tanganyika) may well prove to 
be the successful small-scale trial that will show the 
peoples. of the world how the formidable problem they 
must face, and face internationally, can be solved for 
man’s salvation’’. WILLIAM A. R. THOMSON 


London, January, 1948. 
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Medicine 


Neurologic Manifestations of Infectious Mononucleosis. 
Peters, C. M., Widerman, A., Blumberg, Col. A. and 
Ricker, Lieut.-Col. W. A., Jr.: Medical Corps Army of 
the U.S. 


The diagnosis of this disease is often missed, 
especially when the symptoms are neurologic as evi- 
denced by severe headache, cranial nerve palsies, cere- 
bellar signs and peripheral neuropathies. So it must be 
considered in the differential diagnosis of lymphocytic 
meningitis, encephalitis, poliomyelitis, polyneuritis and 
the Guillain Barré syndrome. This latter was first de- 
scribed as a peripheral radiculo-neuritis with increased 
protein level in the spinal fluid and a very slightly 
elevated white cell count. Cases are presented in which 
this syndrome developed in patients suffering from in- 
fectious mononucleosis and neurologic complications 
caused death. One case admitted to a military hospital 
complained of headache and fever with chills and severe 
joint pains. Examination showed very little except 
some enlargement of cervical lymph nodes. Laboratory 
tests showed 82% lymphocytes in the white cell count, 
a positive test for a heterophile antibody. The headache 
became more severe, neck rigidity developed, lumbar 
puncture showed 9,700 white cells with 94% lymphocytes 
and soon after this numbness developed in the hands 
and feet along with weakness of all extremities and 
difficulty in swallowing. These signs of C.N.S. involve- 
ment within three days rapidly progressed to death in 
respiratory failure. 


Three types are described (1) glandular, (2) pharyn- 
geal, (3) febrile. Lesions of the spleen and liver are 
found, in fact the disease at times attacks a multitude 
of organs as shown by post mortem study. The chief 
interest of the authors was in the fact that the brain 
showed petechial hemorrhage in the cortex, degeneration 
of the anterior horn cells and of the cells of Purkinje 
in the cerebellum as well as interstitial fibrosis and cel- 
lular infiltration of the peripheral nerves in the case 
presented above. P. M. MAcDONNELL 


The Effect of Large Dosages of Irradiation on Gastric 
Acidity. Brick, I. B.: New England J. Med., 237: 
48, 1947. 


X-ray therapy has been advocated as an adjunct in 
the treatment of peptic ulcer through its supposed effect 
in reducing gastric acidity. Fourteen cases having ap- 
parently normal stomachs prior to deep radiation therapy 
for retroperitoneal metastatic disease were studied to 
determine the effects of x-ray on the production of acid. 
No constant effect was noted on gastric acidity and it 
is concluded that radiation has no place in the treatment 
of peptic ulcer, in fact it would appear to be definitely 
contra-indicated because of the possibility of damage 
to the stomach as evidenced by four cases in this series 
requiring operation for resulting perforation and 
hemorrhage and five cases of gastric ulcer, all these 
pathologic effects apparently being the result of radia- 
tion of previously normal stomachs. 

NorMAN 8. SKINNER 


Frostbite. Lange, K., Weiner, D. and Boyd, L. J.: 
New England J. Med., 237: 383, 1947. 


Frostbite is gangrene resulting from exposure of 
tissue to dry subzero temperature. It is a common con- 
dition in practice and the authors report the results of 
experimental work done by them in animals and human 
volunteers, as well as the successful trial of their 
principles of treatment in two severe clinical cases. On 
exposure to cold there is markedly increased capillary 
permeability with fluid passing out into the tissues and 
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stranding of red cells within the capillary lumen. These 
red cells stick together into occlusive masses. There is 
also marked fibrin formation in the interstitial tissue. 
These are the changes which originate gangrene of the 
tissue and are prevented by heparinization, which should 
be started within forty-eight hours and kept up for 
seven to nine days. Heat or cold is deleterious to 
frostbite and all cases should be kept at room tempera- 
ture. NorMAN §S. SKINNER 


Nitrogen Mustard as a Therapeutic Agent for 
Hodgkin’s Disease, Lymphosarcoma, and Leukemia, 
Wintrobe, M. M., et al.: Ann. Int. Med., 27: 529, 1947. 


The effects of di (B-chlorethyl) methyl amine hydro- 
chloride (nitrogen mustard) in 77 patients, 28 with 
Hodgkin’s disease, 11 with lymphosarcoma, 26 with 
leukemia, and 12 with miscellaneous disorders, are de- 
scribed. A salutary effect upon lymph nodes, fever, 
splenomegaly and various clinical symptoms was observed 
in many patients with Hodgkin’s disease, lymphosarcoma 
and leukemia. In general, the effects of nitrogen 
mustard in these diseases were similar to those pro- 
duced by roentgen irradiation. Nitrogen mustard 
has produced remissions in. several patients with 
Hodgkin’s disease who were considered to be roentgen- 
ray resistant. Toxic manifestations of nausea and 
vomiting were observed in most patients following nitro- 
gen mustard administrations but the intensity of these 
symptoms varied greatly and was almost insignificant 
in some. Nitrogen mustard therapy almost invariably 
resulted in a decrease in leukocyte count with lympho- 
eytopenia and granulocytopenia. This was often ac- 
companied by a variable decrease in red cells and a 
decrease in platelets, but in no patient did serious com- 
plications arise as a result of these effects. 


Following the initial decrease in blood elements, an 
increase in red cells, even with complete disappearance 
of anemia was the result in those patients responding 
favourably. Leukopenia and thrombocytopenia likewise 
disappeared. Nitrogen mustard offers certain advantages 
as compared with roentgen irradiation in some cases of 
Hodgkin’s disease and leukemia. These include the 
ease of administration, the effectiveness at times in pa- 
tients ‘‘resistant’’ to roentgen-ray therapy, and, very 
rarely, a better tolerance for nitrogen mustard than for 
irradiation. Ultimately, however, nitrogen mustard, like 
irradiation, has proved ineffective in many cases. 


Adequate evaluation of the place of nitrogen mustard 
therapy in the management of ‘‘lymphomas’’ and 
leukemias must await a longer period of observation 
than has been possible so far, and requires the study 
of a large number of cases. Experience to date, how- 
ever, indicates that continued use is justified, and a 
search for less toxic and more effective agents of this 
type is warranted. S. R. TOWNSEND 


Streptomycin in the Treatment of Meningitis. 
T. F., et al.: Ann. Int. Med., 27: 492, 1947. 


Paine, 


The authors present the results of the use of strepto- 
mycin in the treatment of 27 cases of meningitis. There 
was one death among 16 cases due to H. influenzx, and 
2 deaths among 8 cases due to Gram-negative bacilli. 
The deaths occurred in 2 patients in whom treatment 
with streptomycin was begun late in the disease and in 
the third it was associated with the development of a 
streptomycin-resistant strain of Pseudomonas aeruginosa 
during treatment. Two of three patients with tuber- 
culous meningitis are living and their disease appears 
to be arrested. The results in these cases and in similar 
cases reported by others seem to justify the following 
conclusions: (a) streptomycin is the only agent now 
available which may arrest the progress of tuberculous 
meningitis; (b) streptomycin is the most effective single 
agent in the treatment of meningitis due to Gram-nega- 
tive bacilli, including H. influenze. S. R. TOWNSEND 


Surgery 


Observations on the Treatment of Traumatic Injuries 
of Peripheral Nerves. Sunderland, S.: Brit. J. Surg., 
35: 36, 1947. 


Australian soldiers wounded in the Middle East were 
a long time reaching the definitive treatment hospital 
in Melbourne. When it was not known that the injured 
nerve was severed, exploration was not carried out for 
six months. It was surprising what a large proportion 
of the 339 cases showed signs of regeneration by the end 
of this period of waiting. Of the whole group 68% 
recovered spontaneously and 31% were explored. Of 
those explored, 17% were sutured, 1% grafted, and 1% 
had a cervical rib removed, 6% were damaged beyond 
repair, and 6% were intact and subsequently recovered 
spontaneously. Exploration as soon as local conditions 
permit is advocated, but the continuity of a nerve should 
be preserved at operation regardless of its appearance. 
If a nerve having been exposed and treated conserva- 
tively does not show signs of recovering in 6 to 9 months, 
re-exploration and repair should be undertaken. 

Brachial plexus lesions numbered 25, of which there 
were only two failures of conservative treatment, and 
one of two explored recovered. A high proportion of 
radial lesions recovered following suture, 2 required no 
suture and 10 were irreparably damaged. Median nerve 
lesions showed, 44 out of 67 recovering spontaneously. 
Similar figures are given for the ulnar, sciatic and 
popliteal nerves. BuRNS PLEWES 


Tumours of the Islets of Langerhans. Lopez-Kruger, 
R. and Docherty, M. B.: Surg., Gyn. & Obst., 85: 
495, 1947. 


Asymptomatic islet cell adenomas occur in 1.6% of 
routine autopsies. In 20 years at the Mayo Clinic, 38 
patients with spontaneous hypoglycemia were proved to 
have islet tumours by operation or autopsy. The tumours 
were classified as (1) adenomas with hypoglycemia, (2) 
adenomas with hyperinsulinism, (3) metastasizing car- 
cinomas without hypoglycemia, (4) carcinomas with 
hyperinsulinism, (5) borderline malignant tumours. 
These lesions are described and clinical cases detailed, 
including one of adenomatosis of the islets plus multiple 
parathyroid tumours. The more active the tumour cyto- 
logically and pathologically the younger the average age. 

Metastasizing carcinomas are of large size and are 
clinically measured in months rather than years and 
sometimes show a paradoxical gain in weight. The 
‘*borderline’’ tumours are twice as large as_ the 
adenomas on the average, also give a short clinical 
history, and show a Broder’s grade 1 order of malig- 
nancy. The surgeon may expect to find a tumour in 50 
to 60% of the cases on first exploration. Multiple opera- 
tions may be necessary for multiple tumours in 10 to 
15% of the benign and 15 to 20% of the malignant. 
Blind resection of the tail will remove 50% of the 
tumour. Tota! pancreatectomies will be necessary in 
about 20 to 30% of cases. Such procedures are justifi- 
able because of the complete failure of medical treat- 
ment of organic hypoglycemia. BURNS PLEWES 


The Cut Flexor Tendon. 
Surg., 35: 29, 1947. 


The cut flexor tendon within the tendon sheath is a 
full-size problem. Primary suture is only indicated 
within four hours of a clean cut and when a graft is 
not indicated. The majority should be dealt with as an 
elective procedure after healing of the wound. A free 
palmaris longus graft should be used for all flexors cut 
within the digital sheath. Success is unlikely when there 
is pre-existing joint stiffness, advanced age, unco-opera- 
tive mentality or lack of intelligence. The pre-operative 
treatment, operative technique and postoperative care 
is clearly described. Transverse incisions are strongly 
recommended for the hand. The paratendon of the 
palmaris tendon is carefully preserved. Furlong’s 


Kinmouth, J. B.: Brit. J. 
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tendon stripper is used in removing the damaged sub- 
limis and profundus flexor tendons. The graft is to 
replace the profundus tendon and for this Bunnell’s 
stainless steel wire method is used. A dorsal plaster 
splint holds the finger and wrist in midflexion for three 
weeks when several days’ traction is necessary to re- 
move the wire pull-out suture. Active exercises and 
physiotherapy are begun at the end of six weeks. Im- 
provement in range of movement is noted for many 
months. Eighteen cases are reported, with four failures 
in 27 operations. BURNS PLEWES 


Indications for Simple Mastectomy. Slaughter, D. P. 
ae Peterson, L. W.: Surg., Gyn. §& Obst., 85: 456, 
‘ff 


. The operation of simple mastectomy is uncommonly 
indicated and should only be performed on a carefully 
defined diagnosis. Amputation of a breast should not 
be done on suspicion unless doubt is communicated to 
the patient and she makes the decision to accept the risk 
or elimination by mastectomy. The only accepted pre- 
cancerous breast lesions are those with atypical hyper- 
plasia to a degree requiring serious consideration of the 
diagnosis of cancer. Other functional changes can be 
safely followed by rigid periodic checkups. Simple 
mastectomy should otherwise be limited to: early cancer 
in a very poor risk patient; tuberculosis of the breast 
with extensive and deep involvement; recurrent cysto- 
sarcoma phyllodes or giant intracanalicular adeno- 
myxoma; fat necrosis with sinus formation; mastodynia 
of a very severe degree; or for the palliative treatment 
of advanced breast carcinoma such as bulky ulcerated 
masses with inoperable axillary involvement. But the 
latter is usually treated best by radical mastectomy and 
skin graft or radiation. BurNS PLEWES 


A Statistical Study of 1,405 Cases of Cancer of the 
Stomach, Harnett, W. L.: Brit. J. Surg., 34: 379, 
1947. 


Five years after operation, only 1% of the patients 
were untraced. There were 856 males and 549 females; 
54% of the lesions were in the pylorus and 13% in the 
cardia. The mean age was 56.83 years and the youngest 
patient was 20. Eating habits and occupation did not 
appear to be significant; 26% had oral sepsis but 28% 
of unselected hospital patients have oral sepsis; 19.6% 
gave a history of previous long-continued dyspepsia. 


The first symptom in 25% was pain after food and 
20% had vague dyspepsia. Of those with pyloric lesions 
24% first had pain with no relation to food and 15% 
had vomiting first. Asthenia and anorexia was most 
common with mid-gastric growths. Those with cardia 
lesions had early dysphagia and regurgitation. Heema- 
temesis was first in 1.5%; 0.5% had no symptoms 
directly referable to the stomach. In 1.3% metastases 
in bones, lungs or lymph-nodes were discovered before 
the primary; 54% of the patients saw a doctor within 
three months of the onset of symptoms; 19% were 
treated symptomatically for more than three months; 
1% were told there was nothing to worry about; 49% 
had a palpable tumour. 


The operability rate among the 1,405 patients was 
49.2%, and the resectability rate was 17.3%. The opera- 
tive mortality for all radical operations was 32.9%, rang- 
ing from 25.4% for the Polya type of gastrectomy to 
90.0% for total gastrectomy. After a partial gastrec- 
tomy with no lymph-node metastases, the chances of 
surviving five years is 60% of normal, but after involve- 
ment of lymph-nodes the expectation was reduced to 
40% of normal. Ihe mean actual duration of 1,189 
fatal cases was 12.42 plus or minus 0.33 months. Of 
56 patients surviving five years (4.03% of all cases), 
36 had been treated by partial gastrectomy, 7 by pallia- 
tive operations, 2 by radiotherapy, 1 had exploratory 


laparotomy, and 10 had not been treated. The mean age - 


of the survivors was 3 to 6 years less than that of 
those operated, and females showed the best survival 
rate. BURNS PLEWES 
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Transabdominal Gastric Vagotomy. Dragstedt, L. R., 
Fournier, H. J., Woodward, E. R., Tovee, E. B. and 
Harper, P. V.: Surg., Gyn. & Obst., 85: 461, 1947. 


Experience with vagotomy for peptic ulcer has shown 
that for satisfactory results, complete division of the 
vagus supply to the stomach is necessary. If even a 
small single strand of vagus nerve remains intact, the 
profound decrease in night secretion of gastric juice, 
and the negative gastric secretory response to insulin 
hypoglycemia may not follow the operation. 


Dissection of 18 autopsies and 60 cadavers, showed 
that in 81% of cases the anterior and posterior vagus 
nerves were contained in only two trunks as far distal 
as the cardiac orifice. The lower 3” of the esophagus 
should always be carefully dissected and inspected at 
operation. The vagus is inhibitory to the cardia, and 
stimulates the body and antrum. But dilatation of the 
stomach after vagotomy is temporary and is prevented 
by a Levine tube and Wangensteen decompression for 
4 or 5 days and then only very slowly increasing amounts 
of fluid intake permitted. The use of urecholine to in- 
crease the activity of the vagotomized stomach has not 
been found necessary. BuRNS PLEWES 


La ligature de la veine cave inférieure, moyen de 
prévention des embolies pulmonaires au cours des 
phlébites. Léger, L. et Oudot, J.: /’resse Médicale, 
33: 375, 1947. 


La ligature de la veine cave inférieure fut pratiquée 
pour la premiére fois par Kocher en 1883 pour blessure 
opératoire de la veine, et par Trendelenbourg en 1911 
dans un cas de septico-pyohémie puerpérale. Les auteurs 
dans ce travail présentent la ligature de la veine comme 
moyen de prévention des embolies pulmonaires dans les 
phlébites des membres inférieurs. 

Les solutions jusqu’ici proposées et étudiées, dans le 
récent rapport de Fontaine et Redon ne paraissent pas 
toujours satisfaisantes. L’anesthésie du sympathique 
lombaire comme moyen de prévention des embolies a 
fait i-objet de rapports contradictoires. De méme 
l’emploi de l’héparine et du dicoumarol. La résection 
de la veine fémorate comme moyen prophylactique est 
contesté par Rossveal et H. Hussey, la ligature se 
pratiquant en zéne thrombosée. Il] semble done logique 
de faire porter plus haut la résection veineuse. Les 
premiéres tentatives des A, ont porté sur les veines 
iliaques et ils ont constaté que la limite supérieure de 
la thrombose ne pouvait étre réguliérement atteinte ou 
dépassée. Peut-étre faut-il penser avec Homans, 
qu’habituellement ce n’est pas le membre ow siége la 
phlébite manifeste qui doit étre tenu responsable de 
l’embolie pulmonaire, mais bien le cété apparemment 
sain. Les A. citent un cas a l’appui de cet avancé. 


Faut-il se contenter de la‘ ligature veineuse ou lui 
préférer la section entre deux ligatures? Les A. pré- 
fé-ent la seconde méthode qui mettrait plus sfirement 
& l’abri de 1’extension du processus de la thrombose en 
interrompant les voies nerveuses de la paroi vasculaire; 
on se dispenserait du méme coup de la résection du 
sympathique lombaire. Si 1’interruption de la voie cave 
met a l’abri du danger de 1’embolie, il semble alors pré- 
férable de conseiller la pratique au lit de la gymnastique 
des membres inférieurs. Jusqu’ici les A. n’ont pas 
associé & la ligature veineuse 1’administration d’héparine 
ou de dicoumarol par crainte que le retard de la throm- 
bose, processus normal de la cicatrisation du vaisseau 
interrompu, ne soit préjudiciable & la sécurité des suites 
opératoires; mais au cas de simple ligature, cette 
pratique leur semble souhaitable. 

Quels sont les cas de phlébite soupgonnée ou déclarée 
qui doivent étre soumis 4 la ligature du trone cave? 
Les indications sont généralement difficiles & poser. 
Mais comme une phlébite sur 3 provoque des infarctus 
pulmonaires, et une sur 25 est mortelle, les tentatives des 
auteurs semblent justifiées. PIERRE SMITH 
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Obstruction of Vitallium Tubes by Biliary Sediment: 
Report of Nine Cases and Review of the Literature. 
(Obstruction des tubes de vitallium par les dépots 

- biliaires: 9 cas personnels et revue de la littérature 
a ce sujet.) Neibling, H. A. et Walters, W.: Proc. 
Staff Meet. Mayo Clin., 22: 424, 1947. 


Depuis que Pearse, en 1941, préconisa le tube de 
vitallium dans la chirurgie plastique du cholédoque 
plusieurs chirurgiens ont vanté la facilité de son emploi 
mais bien peu ont insisté sur son obstruction toujours 
possible par les dépots biliaires. Ce genre d’obstruction 
& été rapporté maintes fois au cours des derniéres an- 
nées par plusieurs opérateurs et par Pearse lui-méme. 
Les auteurs sont maintenant d’avis que le tube de 
vitallium peut éventuellement s’obstruer par les sédi- 
ments biliaires. Plusieurs malades qu’ils ont observés, 
avec de soi-disant angio-cholites & répétition, en réalité, 
présentaient une obstruction de leur tube de vitallium. 
Depuis 1944, on a utilisé & la Clinique Mayo le tube de 
vitallium, chez 74 wulades. Huit malades ont di étre 
réopérés dans le but d’enlever le dit tube obstrué, et 
dans un autre cas, le post-mortem révéla 1’obstruction 
tubaire par dépots biliaires. 

Les auteurs relatent en détail, ces neuf observations. 
Dans la plupart des cas mentionnés, les patients avaient 
subi des opérations itératives sur les voies biliares avant 
de se présenter a la Clinique. Ces symptémés d’ob- 
struction mécanique sont identiques & ceux recontrés 
dans les obstructions d’autre nature, survenant & ce 
niveau. Ces malades observés par les A. ont présenté 
les premiers symptomes d’obstruction dans une période 
variant de 6 & 26 mois aprés la mise en place du tube. 

Pour remplacer le vitallium, les A. sont d’avis qu’il 
le faille plutét utiliser un tube enlevable ultérieurement 
& la diserétion du chirurgien, ou un tube pouvant 
s’éliminer spontanément par voie duodénale et intestinale, 
soit un cathéter approprié, soit un tube en T, soit le 
tube de Polythéne dont on parle depuis quelque temps 
mais qui devra, quant 4 sa valeur, avoir la sanction du 
temps. PIERRE SMITH 


Obstetrics and Gynecology 


The Treatment of Urinary Stress Incontinence by the 
Implantation of a Tantalum Plate. Goldberger, M. 
A. and Davids, A. M.: Am. J. Obst. & Gyn., 54: 829, 
1947, 


Urinary stress incontinence is due to damage to the 
urethr:l supports and the sphincter muscles. Injury to 
the urogenital diaphragm and inferior sphincter loop are 
the principal causes of urinary stress incontinence. An 
analysis of the plastic operative procedures is presented. 
The principle involved for the cure of urinary stress 
incontinence is common to all of them, ¢.e., replacement 
of the sacculated posterior urethral wall and the forma- 
tion of a fixed posterior urethral plane. Implantation 
of tantalum plate produces a permanent fixed posterior 
urethral plane with good functional results. The 
simplicity and ease of the operation described merits its 
use. No ill effects due to foreign body reaction have 
been observed. Implantation of a tantalum plate has 
been used successfully in ten cases of urinary stress 
incontinence. Ross MITCHELL 


Child-bearing and Pulmonary Tuberculosis. Stewart, 
C. J. and Simmonds, F. A. H.: Brit. M. J., 2: 726, 
1947, 


Pregnancy as an event in the course of tuberculous 
illness has little or no effect upon the progress of pulmon- 
ary disease over a period of fifteen months whether the 
disease be active or quiescent; deterioration in the state 
of some tuberculous patients must be accepted whether 
they are pregnant or not. There is no evidence that 
surgical termination of pregnancy is necessary in the 
medical management of tuberculous pregnant women, 
except in a few selected cases. While it must be left 
to the physician in full possession of all the details of 
the individual case to make the proper decision with 





regard to the management of the patient, pessimism as 
to the influence which pregnancy has on tuberculosis and 
undue zeal in the termination of pregnancy are to be 
avoided. Ross MITCHELL 


Anesthesia 


Ethyl-Normal-Propyl Ether: A Satisfactory General 
An_sthetic Agent for Intranasal Surgery. Griffith, 
H. R. and MacLeod, E. J.: Anzsthesiology, 8: 615, 
1947, 


Congestion of the nasal mucous membranes and ex- 
cessive bleeding are the usual accompaniments of general 
anesthesia for intranasal surgical procedures. This is 
the reason why otolaryngologists have long preferred to 
do these procedures under local anesthesia. The authors 
quite by accident, discovered that ethyl-normal-propyl 
ether, first described in 1939 by W. Easson Brown of 
Toronto, seems to possess a quality which makes it in- 
valuable for just this type of work. It was used first 
in a case of submucous resection of the nasal septum 
and the surgeon was struck by the absence of congestion 
of the nasal mucosa. As a result the authors tried it 
again on a similar case with like results. Since that 
time, as the drug was difficult to obtain, they have 
reserved its use for septum and sinus cases and now 
report its use in 25 eases. Ethyl-n-propyl ether has a 
characteristic but not unpleasant odor. It can be ad- 
ministered by open drop technique or may be introduced 
after induction with cyclopropane, nitrous oxide or pento- 
thal. The authors’ patients were usually intubated with 
the endotracheal tube with inflatable cuff, and the anexs- 
thesia maintained with ethyl-n-propyl ether using nitrous 
oxide and oxygen, or oxygen alone as a vehicle. By 
the use of this closed method, a very little of the agent 
will go a long way, an important factor in that it is 
extremely difficult to obtain at the present time. 

Ethyl-n-propyl ether is about twice as potent as 
diethyl ether but it is not irritating or toxic. The pa- 
tient wakes up slowly as with ether and the odour may 
be noticed on his breath for some time afterwards. 
Epinephrine or some other vasoconstrictor was used 
locally in most of these cases without any apparent effect 
on the pulse rate or blood -pressure. The authors feel 
that possibly this agent would be useful in brain surgery 
because of its apparent decongestive effect but have not 
had sufficient of the drug to make the experiment. 

F. ARTHUR H. WILKINSON 


Pathology 


Diseases of the Collagen System. 
N.Y. Acad, Med., 23: 581, 1947. 


The collagen system is presented by Klemperer, path- 
ologist at Mount Sinai Hospital, New York, as an 
organic whole united by identity of basic structure and 
similarity of function. Since collagen is derived eritirely 
from the intercellular component of connective tissue 
the term places emphasis upon the structural and chemi- 
cal’ unity of these constituents of connective tissue and 
their importance in carrying out metabolic functions. 
The various concepts of lupus erythematosus, generalized 
scleroderma, rheumatic fever and periarteritis nodosa, 
their similarity and dissimilarities and apparent relation- 
ships are reviewed. In referring to the fibrinoid changes 
of collagen common to these morbid entities it is im- 
portant to emphasize that such changes can be provoked 
by a variety of factors, and are not to be interpreted 
as evidence of their identity or even relationship. One 
frequently cited view favoured the close relationship of 
these diseases is that since fibrinoid collagen alteration 
is a feature of local anaphylaxis the diseases referred 
to are of allergic origin. Against this is presented the 
observation that fibrinoid degeneration of collagen can 
be produced by mechanical injury and is seen in a 
number of conditions which cannot be attributed to an 
allergic factor. Full comprehension of the physical and 
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chemical factors in disease is a necessary aim of 
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morphologic investigations of tissue changes, and as yet 
the understanding of the structure of normal collagenous 
tissue is far from complete. 


Public Health 


Colour in the Doctor’s Office. Schweisheimer, W.: The 
Painter and Decorator, 61: 22, 1947. 


That the colour of surroundings influences physical 
condition and physical well-being to the same extent as 
heating, airing and food, is now recognized. Light 
colours have a stimulating and cheering influence on 
most people; dark colours are not so stimulating. In 
this article the author discusses the effects, chiefly psy- 
chological, of different colours, and the importance of 
the right colour combinations in home and offices, sick- 
rooms and industrial plants. For example, red has a 
stimulating effect on most people and is well suited for 
depressive moods; green on the other hand possesses 
cooling effects and is useful in the abatement of excite- 
ment. Brown is restful and warming but somewhat de- 
pressing when used alone; it is best when combined with 
orange, yellow and gold. Purple and mauve are sedative 
soothing colours and may induce sleep. The author 
states however that this latter opinion is not unanimous; 
prolonged exposure to purple light has been known to 
bring about uneasiness and mental restlessness. 

In the construction of many hospitals colours have 
been taken into consideration. In France the walls of 
many hospitals are painted a medium blue, which is 
supposed to keep away flies. In. some operating rooms 
only the upper walls and the ceiling are kept white; 
bluish-grey, greyish-blue or bluish-green is used on tiles 
and lower walls. Those who adopt this practice believe 
that it helps relieve the strain for a surgeon’s eye. 
This however is a controversial point. For side walls 
of sickrooms, hospital rooms and nurseries, it is better 
to use light colours, as, for the majority of sick people 
light colours are cheering and stimulating. The author 


stresses the importance of avoiding the use of incessantly 
repeated ornaments and designs on walls or in the wafl- 


paper of sickrooms. Some patients tend to count the 
patterns and may become nervous and exhausted. It is 
said that such bizarre ornamentation was used to torture 
prisoners in Spanish and Nazi jails. 

MARGARET H. WILTON 


Health Insurance Programs and Plans of Western 
Europe. A Summary of Observations. Mountin, J. 
W. and Perrott, G. St. J.: Pub. Health Rep., 62: 369, 
1947. 


Attempts to establish broad social security programs 
with particular emphasis on health security, are among 
the foremost of postwar aims in the countries of Western 
Europe. No two of the countries are wholly alike in 
social, political or economic traditions or objectives; no 
two are following identical paths in pursuance of their 
objective, but in the current health insurance programs 
certain patterns emerge that characterize two or more 
countries. In this article the authors have summarized 
some of the more significant details of prewar, existing 
and proposed social insurance programs for medical care 
and compensation of income loss during temporary and 
permanent disability, for each of the following countries: 
England and Wales, France, Belgium, Sweden, Denmark 
and the Netherlands. The data which includes admin- 
istration, coverage, financing and cash benefits, was 
gathered from personal interviews and from documents 
collected in these countries. 

In the countries that escaped invasion and occupa- 
tion (England and Sweden) the programs formulated 
are comprehensive. Before the close of 1946, the 
British Parliament had enacted laws for administering 
and financing social security programs for the entire 
population. During the same period Sweden took al- 
most parallel steps towards health security. Although 
the current plans in the occupied countries (France, 
Belgium, Denmark and the Netherands) are less exten- 
sive than those of England and Sweden, they are receiv- 
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ing much attention. Certain trends are indicated in 
the plans of all the countries visited. These include the 
following: (1) urging the use of approved societies or 
sickness funds to provide types of protection to supple- 
ment on a voluntary basis, that afforded by the national 
system; (2) seeking to avoid ‘‘bureaucratic’’ control 
of health insurance administration; (3) free choice of 
practitioners among those who agree to serve in the 
health insurance system; (4) provision for medical 
benefits to include most essential services and supplies; 
(5) recognition of the need for co-operation with pro- 
fessional and technical personnel and the persons 
covered; (6) agreement on the value of insurance devices 
and the use of public revenues to finance medical care 
programs; (7) proposal to expand tax-supported services 
for maternity care, child health and welfare, dental care, 
and early case finding and treatment of various diseases. 

MARGARET H. WILTON 
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Dr. Hanson C. B. Allen, of Port Elgin, N.B., died 
December 5, 1947 at Highland View Hospital, Amherst, 
N.S. Dr. Allen was born at Cape Tormentine in 1877. 
He graduated from normal school in Fredericton and in 
1906 received his medical degree from McGill. Dr. 
Allen served a very large rural and village practice for 
a great many years and in his neighbourhood he was 
‘‘The Doctor’’, When the people of a neighbourhood 
have depended on one doctor for forty-one years his 
memory is sure to be a lasting one. 


Dr. Geoffrey Edward Bayfield, aged 73, of Van- 
couver, died November 29, in Shaughnessy Hospital, 
Vancouver. A native of P.E.I., Dr. Bayfield came to 
B.C. after practising medicine in New Brunswick and 
Manitoba. He served with the R.C.A.M.C. during the 
First Great War. After his return he spent several 
years along the northern coast of B.C., later retiring to 
West Vancouver. He is survived by his widow, three 
sons, one brother and one sister. 


Dr J. R. Bergeron est décédé & Ste Marie de Beauce, 
Que., le 5 octobre & l’fige de 71 ans. Né & St-Antoine, 
il fit ses études au séminaire de Québec et & 1’université 
Laval. Il fut regu médecin en 1899. Il exerca sa 
profession 4 St-Flavien, St-Antoine et St-Odilon ot il 
abandonna l’exercise de sa profession pour cause de 
cécité. 

Il laisse outre son épouse, onze enfants. 


Dr. Jordan Field died Christmas Day at his home 
in Toronto. Born in Pickering, he moved to Toronto 
asa child. He graduated from the University of Toronto 
in 1907 and did postgraduate work in St. Luke’s Hos- 
pital, Ottawa, and King’s College, London, England. 
During the First Great War he served overseas for three 
years with the R.A.M.C. His favorite, recreation was 
sailing his 40-foot cabin cruiser on Lake Simcoe, where 
he made his summer home. 

Surviving is his widow. 


Dr. Alex Hall died on November 27 at St. Paul, 
Minn. He was born in Blenheim Township, Ont., and 
practised medicine at St. Paul ever since his graduation, 
with the exception of a period during the First Great 
War when he served in the Canadian Army as medical 
a Surviving are his widow, one sister and one 

rother. 


Dr. Henry G. Hargrave, aged 75, died at his home 
on December 7. He had been retired for a number of 
years. Born in Toronto, he graduated in political science 
from the University of Toronto in 1895. He was a class- 
mate of Prime Minister Mackenzie King. Dissatisfied 
with law, Dr. Hargrave turned to medicine and gradu- 
ated, a silver medallist, in 1899 from the same university. 
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After establishing his practice on Parliament St., Doctor 
Hargrave showed keen interest in social problems and 
the labour movement. 

Surviving him are his widow and a sister. 





Dr. Vincent Heney died on January 11 at the Western 
Division of the Montreal General Hospital, following a 
month’s illness. He was in his 53rd year. 

Dr. Heney belonged to a well-known Ottawa family, 
his parents being the late John J. Heney and Ellen 
O’Connor. He was educated at St. Joseph school and 
then went to Ottawa College. He later came to McGill 
University, from which he graduated in medicine in 1920. 

He interned at the Montreal General Hospital for 
three years and in 1923 went for postgraduate work 
to Vienna. He was attached to the otolaryngological 
clinics of the Montreal General Hospital, St. Mary’s 
and the Children’s Memorial Hospitals. 

Throughout his life he maintained a constant interest 
in athletics. At Ottawa College he had been a great 
rugby player and was but 17 years of age when he was 
asked to play for St. Pat’s of the O.R.F.U. When he 
came to McGill he immediately made the football team. 

He excelled as a hockey player and had many induée- 
ments to become a professional, but after his college 
days he hung up his skates. 

In later years he was a trap and skeet shooter and 
never lost interest in hunting and fishing. He was a 
member for many years of the University Club and the 
Columbus Fish and Game Club. 

He is survived by his widow, one daughter and two 
sons, 

APPRECIATION 


‘Vee’? Heney was one of the most direct and likeable 
of men. One hardly needed to be told he was good at 
sports, nor that he would be very fast on his feet, for 
in all his movements he showed an easy certainty. And 
he could be very quick in talk. One day in the hospital 
dining room where one hears so much of so many things, 
someone said that the famous ‘‘Red’’ McKelvey of the 
Queen’s football team was the best football player in 
Canada of the time. ‘‘Vee,’’ himself, of a champion- 
ship team said ‘‘No, I don’t think he was the best 


player’’. ‘*Who then was better?’’ he was asked. ‘‘ The 


man who was able to get out of his way’’ said Vee 
gravely. 

He did his work with the same steady sureness as 
when he played on the hockey rink or football field, 
and always with the zest of a healthy active mind. No 
one was more easy to get on with, and he never seemed 
to speak ill of anyone. We shall very deeply ~ aan 





Dr. Henry Harris Hutchinson died suddenly on 
November 28 in Winnipeg at the age of 73. Born in 
Toronto, Ont., he graduated from Trinity College in 
1899 and came to Winnipeg in 1900. He is survived by 
three sons, and four grandchildren. 





Dr. Abel Irwin Lax, pediatrics specialist, died in 
Columbia Presbyterian Hospital, New York, December 
22. He was in his 48th year. A native of Montreal, 
Dr. Lax studied medicine at McGill University and 
graduated from there in 1924. He completed postgradu- 
ate studies at McGill University. He served on the staff 
of the Montreal General, Jewish General, Children’s 
Memorial of which he was superintendent in 1926. He 
was a member of the American Academy of Peediatrics, 
American Board of Pediatricians, Medical Council of 
Canada and the American Canadian Medical Board. 
Besides his widow, he is survived by a son, two daughters 
and eight sisters. 





Dr A.-B. LeBel, de Montréal, est décédé récemment 
& l’Age de 71 ans. Il avait obtenu son doctorat en 
médecine en 1898. Il avait aussi été diplémé aux 
hépitaux de Paris. En charge du département de la 
créche de la Miséricorde de Montréal durant plusieurs 
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années, il était, au moment de sa mort, attaché a 1’aide 
& la femme. 
Il laisse, outre son épouse, trois fils, et deux filles. 





Dr. Frederick William Leech died at his home in 
Milliken, Ont., on December 13. 

He graduated in medicine from the University of 
Toronto in 1917. He is survived by his widow, two sons 
and one daughter. 





Le Dr Louis-Elzéar LeRiche est décédé 4 Montréal 
récemment & 1’fge de 81 ans, aprés une courte maladie. 
Né & Boucherville, il avait fait ses études classique au 
collége Ste-Marie, et il a étudié la médecine 4 1’Uni- 
versité Laval de Montréal ot il fut regu médecin en 
1890. Il était membre a vie des hépitaux Notre-Dame 
et Ste-Jeanne d’Arc. 

Il laisse sa femme. 





Dr. Margaret M. McAlpine, member of the staff of 
the city department of health for 35 years, died December 
22 at her home in Toronto. Born in Mount Forest, Dr. 
McAlpine received her early education at Collingwood 
and graduated in medicine from the University of 
Toronto in 1905. She interned at the Women’s Hospital, 
Philadelphia. Dr. McAlpine was known for her many 
philanthropic projects, one of which was the Central 
Neighbourhood Clinie where she served as medical ad- 
viser for many years. She was a member of Knox 
Presbyterian Church. Surviving are two sisters. 





Dr. Johu Sinclair McEachern, O.B.E., died on 
December 8 in hospital following a lengthy illness. 
Born in Simcoe County, Ontario, in 1873, Dr. Me- 
Eachern taught school in Ontario before entering the 
University of Toronto. He graduated from Trinity 
Medical College in 1897 and was gold medallist in his 
class. He practised medicine in Ontario before going 
West to Calgary. In June, 1947 he was awarded an 
honorary life membership by the Canadian Cancer 
Society, in recognition of his work in the fight against 
eancer. In 1935 he was awarded the King George V 
Silver Jubilee medal for humanitarian service. He also 
had won the Doctor Starr award for valuable contribu- 
tion to the advancement of medicine. 

Dr. McEachern was largely responsible for the forma- 
tion of the Canadian Society for the Control of Cancer, 
later renamed the Canadian Cancer Society. He was 
president of the Society from its formation in 1938 
until he resigned in 1944. Dr. McEachern was prominent 
in the work of organized medicine, and served as Presi- 
dent of the Association in 1934-35. He later became 
chairman of the Association Study Committee on Cancer, 
spending many months in travelling throughout Canada 
to form a nucleus for the Dominion Society. 





Dr. T. Orton McLaren, aged 68, a graduate of 
Queen’s University (1902), died at his home in Lan- 
easter December 2. He had been ill since being struck 
by an automobile last summer. Dr. McLaren practised 
in Lancaster for 45 years, taking over the medical 
practice of his father, the late Dr. Alexander McLaren. 
For several years he acted as assistant coroner in Glen- 
garry County and was health officer for Lancaster 
Township. 





Dr. John T. Ross, of Blyth, Ont., died at Wingham 
Hospital December 5. He was in his 84th year. He 
is survived by a brother and two sisters. 





Dr. James William Sutherland died suddenly at his 
home in December, 1947. He was born at Malagash, 
Cumberland County, N.S., March 14, 1901. He gradu- 
ated in Arts at Dalhousie University and in Medicine 
in 1927. In 1928 he took over the office formerly oc- 


cupied by Dr. Ross Millar, who was then in Ottawa. 
His ability and energy resulted in immediate success 
and he soon enjoyed a large and widespread practice. 
Although this was of a general nature he gave close 
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attention to surgery, and ten years after graduation was 
granted the Fellowship of the American College of Sur- 
geons. In spite of a busy life he served a term in the 
Amherst Town Council and retained his college interest 
in football by coaching the high school football team. 
On the outbreak of World War II, being Medical Officer 
of the North Nova Scotia Highlanders, he at once 
volunteered, and served for some time in England. 

He is survived by his widow and four children. 


Dr. Robert Hobbs Taylor died at Dashwood, Ont., 
on December 17 from a heart attack. He was 54 years 
old. 

Dr. Taylor had been ailing more than two years, but 
he persisted in trying to fulfill the many duties of his 
office, charitable and other activities in his constituency. 
He collapsed on the floor of the House in the Legislature 
session of March, 1945, and was taken to hospital. In 
June of that year, he conducted his election campaign 
from his room in Toronto General Hospital where he 
still was convalescing. 

Born in London, Ont., he was educated in London 
schools and received his M.D. from the University of 
Western Ontario in 1916. 

He is survived by his widow, one daughter, one brother 
and a sister. 


Dr. William R. D. Wiley, aged 47, died at Sault Ste. 
Marie, Ont., January 2. He was born in North Toronto 
and came to Sault Ste. Marie in 1929. Specializing in 
pediatrics, he graduated from the University of Toronto 
in 1925. Dr. Wiley was a member of the Kiwanis Club 
and the Westminster Presbyterian Church. He took an 
active part in the affairs of the city and was a keen 
sports enthusiast. Surviving are his widow, one son and 
one daughter. 


NEWS ITEMS 


Alberta 


The Registrar of the College of Physicians and Sur- 
geons, Province of Alberta, announced that the following 
doctors were elected to the Council by acclamation: Dr. 
D. N. MacCharles, Medicine Hat, representing District 
No. 1; Dr. T. C. Michie, Ponoka, representing District 
No. 3; Dr. T. H. Field, Edmonton, representing District 
No. 7; Dr. D. N. MacCharles replaces Dr. W. G. Ander- 
son of Wardlow on the Council. Dr. Michie and Dr. 
Field were re-elected. 

Dr. Morley Young of Lamont was elected to the 
Council for District No. 5. 


The following medical men have taken up practice 
in the City of Edmonton in recent months: Dr. Anthony 
Peers, Dr. E. Kaye, Dr. Max Geissinger, Dr. Donald 
Wilson, Dr. James Sinclair, Dr. C. N. Samuell, Dr. D. 
G. McAlpine, Dr. Stephen Parlee, Dr. Margaret B. 
Williams, Dr. Richard Porier, Dr. D. Melnyk, Dr. J. BR. 
Teviotdale. We welcome these new members to our city 
and wish them deserved success in the practice of Medi- 
cine and Surgery. 


Dr. Norman Allin, who has practiced the specialty of 
E.E.N.T. for the past thirty-five years, has retired to 
live in Ontario. During his long and successful practice 
Dr. Allin leaves a host of true friends. The medical 
profession wishes him many long years of happiness. 


The medical profession was honoured by the selection 
of Dr. Fulton Gillespie, Professor of Surgery, as Presi- 
dent of the Royal College of Surgeons of Canada at its 
recent meeting in Ottawa Twelve Fellows from Alberta 
attended this meeting at which the following candidates 
were successful in obtaining their degree as Fellows; 
Drs. John Lees, John Bridge and W. N. Gourlay. 

W. C. WHITESIDE 
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British Columbia 


‘¢Few parts of the world can compete with Greater 
Vancouver infant mortality rate; its present 30 deaths 
to 1,000 live births is absolutely breathtaking.’’ 

Dr. Donald Patterson, senior pediatrician at the Van- 
couver General Hospital, who is heading the Children’s 
Medical Centre now being organized in Vancouver, made 
this remark at a meeting of the Metropolitan Health 
Committee recently. This rate, as he pointed out, is 
easily the lowest among the great cities of Canada. 
It is probably unsurpassed anywhere in the world. 


The Children’s Medical Centre, referred to in the 
preceding paragraph, has been endorsed by the Van- 
couver Medical Association. Its object wll be to pro- 
vide a central organization for the care of children, not 
only for Vancouver, but for all B.C. Research facilities 
are planned, and emphasis will be laid on preventive 
medicine and mental hygiene. The Rotary Club has made 
a substantial grant towards its establishment. 


Grace Hospital of Vancouver, which has, for the past 
twenty years or so been operated by the Salvation Army 
as one of its many maternity hospitals, and has confined 
its activities entirely to obstetrics, has recently opened 
its wards to gynecological and surgical cases. A sum 
of $90,000 is being devoted to this purpose. Grace 
Hospital has an enviable record as a maternity hospital. 
In the past three years, in a total of some 5,153 cases 
delivered, it has had only one maternal death. This 
constitutes a record that will be hard to equal anywhere. 
Its services will be confined to women patients. 


Dr. Charles Gordon Campbell of Vancouver, has 
recently been awarded a research fellowship in medicine 
for 1948, by the American College of Physicians. Dr. 
Campbell was a student at the University of British 
Columbia, and is the only Canadian in six men awarded 
these scholarships. 


Dr. Fred Stebnik, late R.C.A.M.C., has recently joined 
Drs. Knox and Henderson, in their practice at Kelowna, 
B.C. 


Dr. McPhee, till recently a member of the radiological 
staff at the Vancouver General Hospital, has been ap- 
pointed radiologist to the Penticton General Hospital. 
All who know Dr. McPhee, and have seen his work at the 
Vancouver General, will agree that this is an excellent 
appointment, and will be of great help to the medical 
men of this area. J. H. MacDERMoT 


Manitoba 


Dr. Dougald McIntyre, medical superintendent of 
Winnipeg’s municipal hospitals since 1937, and as- 
sistant superintendent for twenty years prior, retired 
on December 15. He is succeeded by Dr. Joe L. Downey 
who for ten years has been associated with the municipal 
hospitals and who has been assistant medical superinten- 
dent since 1938. Dr. Downey was on active service from 
1942 to 1945 serving as Major in the R.C.A.M.C. in 
Canada, England and Europe. Dr. and Mrs. Dougald 
McIntyre will continue to live in Winnipeg. 


The Kinsmen’s Club of Winnipeg is actively support- 
ing a drive for a new $1,500,000 Children’s Hospital. 


Winnipeg’s schools will be used in the tuberculosis 
survey through chest films for the city’s school children 
and other residents. The survey will soon be in 
operation. 


Mr. Frank Smith, Chicago, Director of Associated 
Medical Care Plans, investigated the problems of Mani- 
toba Medical Service. He was the guest at a dinner 
given by the director of Manitoba Medical Service and 
addressed the Winnipeg Medical Society on November 21. 
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The cement foundation for the health centre at 
Dauphin is being laid. It is hoped that the main frame 
structure will be erected early in January. The building 
will house the diagnostic centre, the x-ray equipment 
and the laboratory in the ground floor. The top floor 
will be for the health unit and welfare offices. A 65- 
foot tunnel will connect the health centre with Dauphin 
General Hospital. The department of public works is 
supervising the construction. 


Premier Stuart Garson and members of his cabinet 
interrupted a council meeting to undergo an x-ray exam- 
ination for tuberculosis. This marked the end of the 


rural survey carried on in 1947 by the Manitoba Sana- . 


torium Board. In this survey 100 municipalities have 
been covered and 250,000 people have been examined. 


Dr. Rodney Miller Chadwick and Patricia Currie of 
Regina were married on December 6, and will sail on 
December 20 for China where Dr. Chadwick will join 
the staff of the medical school of Canton University. 


With the aid of a grant of $100,000 from the Province 
the Canadian Red Cross will begin construction early 
in the new year of a laboratory and blood donor’s clinic 
which is expected to cost $200,000. The site, bouglit 
from the city, is on the west side of Osborne St. N., 
between Broadway and York. The building will con- 
sist of two storeys and a full basement, and will be faced 
with Tyndal stone. It will house a depot and laboratory 
to serve hospitals throughout the Province and will in- 
clude a blood bank for Greater Winnipeg. The service 
will be free to all citizens, The Province will also as- 
sume part of the maintenance costs. 


The new million-dollar hospital for the aged and in- 
firm, now being erected by the City of Winnipeg will be 
called the Princess Elibabeth Hospital. Mayor Coulter 
has received word from the Governor-General of Canada 
that His Majesty the King has graciously consented to the 
use of this name: The~building adjoins the other two 
municipal hospitals for tuberculosis and infectious dis- 
eases, the King Edward and the King George. 


Dr. Fred T. Cadham, provincial bacteriologist, retired 
at the end of the year after 34 years of service with the 
Manitoba provincial laboratory, and will be succeeded 
by his son, Dr. Roper Cadham, at present deputy health 
officer for the City of Winnipeg. Dr. Fred Cadham 
entered the government service when he became assistant 
to Dr. Gordon Bell in the provincial laboratory in 1912 
and he succeeded to the post of bacteriologist when Dr. 
Bell died in 1923. He will retain his professorship of 
bacteriology and immunology, and will continue research 


work in arthritis, septicemia and poliomyelitis. Dr. - 


Roper Cadham graduated from the faculty of Medicine, 
University of Manitoba in 1938 and obtained his D.P.H. 
from the University of Toronto in 1940. From June 
1940 until the cessation of hostilities he served with the 
R.C.A.F., first as consultant in hygiene in England, and 
from 1943 on his return to Canada, as district hygiene 
officer for the prairie provinces. After the end of the 
war he was appointed Rous health officer of Winnipeg. 


Dr. Dougald McIntyre, who recently retired on 
ension as superintendent of the municipal hospitals has 
m appointed deputy health officer of the City of 
ee on a temporary basis. He succeeds Dr. Roper 
am. 


A new record was set in 1947 with an even 8,000 
babies born in the City of Winnipeg. This was 890 
more than 1946. Ross MITCHELL 
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New Brunswick 


Dr. Beverly L. Jewett, has begun practice in Frederic- 
ton. His father Dr. Martin Jewett has practised in 
Millville for many years. 


Dr. A. B. Walter, Dr. V. D. Davidson, Dr. C. O. 
McKay and Dr. R. J. Dolan of Lancaster Hospital, at- 
tended the recent D.V.A. conference at Montebello, 
Quebec. 


Dr. Hector MacKinnon has joined the Chalmer’s 
Clinie in Fredericton and is specializing in internal 
medicine. 


Dr. J. 8. Hynes, radiologist at the Fredericton Hos- 
pial is recovering from an acute illness, which has con- 


. fined him to his home for a few weeks. 


Dr. J. P. McInerney has been appointed director of 
the Cancer Diagnostic Centre in Saint John. Dr. J. A. 
Finley, was appointed alternate director. 


The. Hotel Dieu of Edmundston has just issued an 
excellent handbook of the activities of that institution 
for the first year of its life. It makes most interesting 
reading and the short biographical notes on the members 
of the medical staff beginning with its seniors Dr. P. C. 
LaPorte and Dr. A. M. Sormany, includes all the pliy- 
sicians attending the hospital with their various appoint- 
ments. : 


Dr. C. W. Holland of the staff of Dalhousie Univer- 
sity was the guest speaker at the December meeting of 
the Saint John Medical Society. His subject was ‘‘The 
Value of Splenectomy in Hematological Disorders’’. 
The medical audience was the largest recorded at any 
meeting in recent years in spite of very indifferent motor 
travel due to icy roads. The warm welcome offered to 
Dr. Holland on this visit is just another evidence of the 
influence of Dalhousie Medical School in Eastern Canada 
and the popularity of the members of the university 
teaching staff. 


Dr. John R. Nugent, chairman of the Medical Advisory 
Committee, of the N.B. Cancer Diagnostic Service, and 
Dr. D. F. W. Porter, Provincial Director of Hospital Ser- 
vices, were the principal speakers at the official opening 
of the Bathurst Cancer Diagnostic Centre, in the Hotel 


Dieu Hospital. Clergy, business leaders, municipal 
authorities and hospital management joined in lauding 
this new advance in health protection, sponsored and 
administered by the medical profession of the Province 
and financially supported by the Provincial Department 
of Health. Dr. F. A. MacGrand, Minister of Health, 
and Dr. J. A. Melanson, Chief Medical Officer of Health 
have been very closely associated with every step in 
forwarding this cancer diagnostic plan. 

A. STANLEY KIRKLAND 


Nova Scotia 


A recent announcement states that the new Victoria 
General Hospital Building will be open on March 1, 1948. 


Professor R. J. Bean of Dalhousie Medical School is 
seriously ill, at the time of writing, at the Victoria 
General Hospital. 


There was a meeting of the Provincial Medical Board 
held at Halifax on December 12, 1947. Of interest to 
Nova Scotia physicians generally is the action of the 
Board in connection with the MacDougall Library. This 
is housed in the Medical Library of Dalhousie University 
and is open for reference and borrowing to all registered 
practitioners in Nova Scotia. To care for an increased 
number of texts available the Board increased the ap- 
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propriation for purchases of new books for the coming 
year to five hundred dollars. 


Dr. M. T. MacEachern, Associate Director of the 
American College of Surgeons was in Halifax January 
2 and 3 arranging for the forthcoming Sectional Meet- 
ing of the College to be held there on May 17 and 18 
next. It is planned that the meeting will include a 
program of interest to hospital administrators. 

H. L, SCAMMELL 


Ontario 


The list of successful candidates for Fellowship in 
the Royal College of Physicians and Surgeons is pub- 
lished elsewhere. Congratulations are due to all of those 
who were successful but particular mention may properly 
be made of two physicians who have been in practice 
for a long time before attempting the severe test of 
examination. Dr. C. D. Farquharson of Toronto gradu- 
ated in 1916 and Dr. Hugh Addison Mitchell of Peter- 
boro’ graduated in 1927. 


Dr. T. C. Routley has acquired a new distinction. 
Recently he was presented with a key to the City of 
Timmins by the Mayor. Miss Barbara Ann Scott is 
the only other person to whom this signal honour has 
been given. ; 


Dr. Harris McPhedran has been elected a member of 
Council in the College of Physicians and Surgeons of 
Ontario to complete the term of the late Dr. John R. 
Stewart. 


The’ Strong Memorial Hospital of Rochester, N.Y. 
advertised in Toronto newspapers early in December for 
nurses and sent a representative to interview applicants. 
It is reported that some sixty nurses applied and ten 
accepted positions offered them. Officials of Toronto 
hospitals objected to this method of recruiting nurses 
for. Rochester in view of the present short supply in 
their own institutions. The protest was based entirely 
upon a question of ethics and Dr. Basil McLean, 
Director of the Strong Memorial Hospital, at once closed 
his mission in Toronto. Hereafter nurses desiring ap- 
pointments in Rochester are required to apply directly 
to the hospital. M. H. V. CAMERON 


Quebec 


Up in the North West corner of the Province of 
Quebec there is a strip of country over one hundred 
miles long. It runs from Aylmer East, where there 
are two English speaking physicians, to Sheenboro 
and Chichester, two towns at the remote end of high- 
way No. 8 where their nearest medical men on the 
Quebec side is at Fort Coulonge, some 30 miles away. 
Between these two points are some 13 doctors. 

During the past summer these men, along with 
their wives and often some nurses, have met at 
monthly intervals. Each time a meeting was held, 
a speaker from outside the district or one of the 
local men would be asked to prepare a paper on some 
current subject. These gatherings have been most 
helpful to all concerned and were either held in a 
hotel where supper would be served first, or in one 
of the physician’s homes where buffet service was the 
rule afterwards. 

Three outstanding specialists have given of their 
time to speak. Dr. Francis McNaughton, of Mon- 
treal, spoke at the home of Dr. 8. E. McDowell, in 
Shawville, in July, on ‘‘Cranial Injuries’’. Dr. Berry, 
of Ottawa, Urologist, spoke at the home of Dr. H. R. 
Rabb in Fort Coulonge at the August meeting, and Dr. P. 
Maloney, of Ottawa, Pediatrist, of Ottawa, at Bryson 
Lodge on ‘‘Infant Feeding’’. Of the local men who 
were good enough to prepare papers of their own 
were Dr. McDowell who spoke on ‘‘Fractures of the 
Lower Extremity’’; Dr. Cowley on the ‘‘Glucosides of 
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Digitalis’; Dr. Judd on ‘‘Goitre’’; Dr. Powles on 
‘“Uterine Hemorrhage’’. 

In this country all gatherings must be held in 
the summer on account of the transportation uncer- 
tainty during the winter where the long distances are 
sometimes a drawback even by motor. 

A new 52 bed hospital of modern design and 
modernistic architecture is in course of erection in 
the district of Shawville, which is roughly half way 
between the two ends of the district. This building 
will be opened during the summer of 1948 and will 
be fully equipped. C. F. C. PowLes 


Les hygiénistes de la province viennent de se 
grouper en association. Des lettres patentes ont été 
émises par le secrétaire de la province, les constituant 
en corporation, sous le nom de ‘‘Société d’Hygiéne et 
de Médecine préventive de la province de Québec’’. 


Le Dr Antonio Angers a été élu président de la 
Société Médicale de Chicoutimi-Lac-St-Jean-Roberval- 
Charlevoix. 


_Le Dr Jacques Léger est un des 16 médecins des 
différentes parties du monde, & gagner une bourse pour 
un cours sur l|’allergue qui sera donné au Collége de 
Médecine de 1’Université de Cincinnati. 


Au cours des six premiers mois de 1947, on a 
enregistré dans la province, 54,720 naissances vivantes, 
ce qui représente un taux de 29.5 par mille naissance. 
Les données démographiques de 1946 indiquent un 
total de 111,935 naissances. Il est probable que 1947 


dépassera ce chiffre, ce qui signifie que notre natalité 
continue de s’accroitre. 


JEAN SAUCIER 


Dr. E. M. Worden, superintendent of the Alexandra 
Hospital, has been appointed physician to the Shriners’ 
Hospitals for Crippled Children, Montreal Unit, to re- 
place the late Dr. H. B. Cushing. 


Saskatchewan 


New registrations in the province include Dr. Harry 
Hirt, M.D., Manitoba, 1941, located at Herbert; Dr. 
Wm. G. Hemenway, M.D., Manitoba, 1945, at Rosetown; 
Dr. Peter Bailey, M.D., Toronto, 1942, associated with 
Dr. Macdonald of North Battleford; Dr. Donald A. Fee, 
M.D., Toronto, 1946, at Saskatoon; Dr. Murray S. Acker, 
M.D., Toronto, 1943, with the Department of Public 
Health, Regina. 


Dr. I. C. M. Molony has returned to Saskatoon, where 
she is on the staff of the T.B. Sanatorium, after an 
extended visit in England. 


Meetings have been recently held with the Govern- 
ment of Saskatchewan to conclude a new arrangement 
for the care of O.A.P., blind pensioners and mothers’ 
allowance recipients for the year 1948. A trial period of 
three years has been completed and it is expected a more 
sound arrangement regarding both services and financial 
arrangements will be satisfactorily completed by the 
end of the year. 


The Darke Block in Regina has been taken over by 

a group of doctors and completely renovated and 
equipped for medical service. The building is now known 
as the Medical Arts Clinic and will be occupied and in 
use January 1, 1948. B. BRACHMAN 
E. W. SPENCER 


General 


International Surgical Assembly.—The Sixth Inter- 
national Assembly of the International College of Sur- 
geons will be held in Rome, Italy, at the invitation of 
the Italian Government, during the. week of May 16-23, 
1948. All surgeons in good standing in their medical 
organizations are invited. Scientific meetings, scientific 
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For reproductions at their best... 
KODAK PHOTOGRAPHIC PAPERS 


e MEDICAL PHOTOGRAPHY, Kodak Photographic Papers mean prints 

... contact or projection . . . of the exacting quality demanded by 
the many types of subjects. They give the photographer a choice of 
contrast grades and speeds to suit his negative and printing method 
...a variety of surface textures, tints of paper stock, and tones of image 
appropriate for the intended use of the print. 

Papers, films, chemicals, accessories—Kodak provides them all in 
widest possible variety. Because of this, the medical profession is able 
to meet all its photographic and radiographic requirements with 


familiar Kodak products. Canadian Kodak Co., Limited, Toronto 9, 
Ontario. | 


Serving medical progress through Photography and Radiography 


Major Kedak products for 
the medical profession 


X-ray films; x-ray intensifying screens; 
X-ray processing chemicals; cardio- 
graphic film and paper; cameras— 
still and motion picture; projectors— 
still and motion picture; photographic 
films—color and black-and-white (in- 
cluding infrared) ; photographic papers; 
photographic processing chemicals; 
synthetic organic — a 

cals; Recordaks. A 
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and commercial exhibits, visits to the Universities of 
Turin and Milan have been arranged, together with 
tours to other medical centres in Europe. A special 
exhibit of ancient texts on surgery is being arranged. 
This extraordinary exhibit dealing with ancient surgery 
will be on display in the Vallicelliana Library in one of 
the historical buildings of the Vatican. For travel in- 
formation, address the All Nations Travel Bureau, 38 
S. Dearborn Street, Chicago, the official travel representa- 
tives for this Assembly. Those from Canada should 
direct their inquiries to Dr. Lyon Appleby, 925 W. 
Georgia Street, Vancouver, B.C. 


The National Foundation for Infantile Paralysis 
will sponsor the First International Poliomyelitis Con- 
ference in New York at. the Waldorf-Astoria Hotel, 
July 12 to 17, 1948. The Department of State has been 
requested to transmit invitations to more than 60 foreign 
governments to send official delegates to the conference. 
These officials will be asked to present summarizations 
of the problems of poliomyelitis in their countries at a 
special session. Presiding officer will be Thomas Parran, 
M.D., Surgeon General of the United States Public 
Health Service. 

The program will include scientific and _ technical 
papers on research and treatment of poliomyelitis to be 
presented by professional authorities in the field from 
this country and abroad. In addition, there will be 


panel discussions on the various subjects. 

In addition to the sessions, there will be a scientific 
exhibit section, demonstrations of muscle testing and 
treatment procedures, and a film program. 


The Ella Sachs Plotz Foundation for the Advance- 
ment of Scientific Investigation makes grants of a 
maximum usually of less than $500.00 for the purchase 
of apparatus and supplies needed for special investiga- 
tions, and for the payment of unusual expenses incident 
to such investigations. Applications for grants to be 
held in 1948-49 should be made before April 15, 1948. 
There are no formal application blanks, but letters ask- 
ing for aid must state the qualifications, the nature of 
the research, the size of the grant wanted and the specific 
use of the money to be expended. Applications should 
be sent to Dr. Jos. C. Aub, Massachusetts General Hos- 
pital, Fruit St., Boston 14, Mass. 


An American College of Physicians Research Fel- 
“towship in Medicine for 1948 has been awarded to C. 
G. Campbell, M.D., C.M., of Vancouver, B.C. Dr. Camp- 
bell attended the University of British Columbia and is 
a graduate of the McGill University Faculty of Medicine, 
1945. He interned in the Royal Victoria Hospital, 
Montreal, 1945-46, and has held appointments in the 
Vancouver General Hospital as Assistant Resident in 
Medicine, 1946-47, and as Fellow in Cardiology, 1947-48. 
Dr. Campbell will undertake studies of the basic physi- 
ology of certain cardiovascular problems in the Depart- 
ment of Physiology of McGill University, under the 
supervision of Professor Hebbel E. Hoff. 


The first medico-legal congress was held at St. Louis, 
Mo., on January 19, 1948. Medico-legal experts from 
all over the United States, Canada, South America, 
and Cuba, were present. The scientific proceedings 
were opened with a paper by Dr. I. M. Rabinowitch, 
of Montreal, on ‘‘Blood Alcohol; its Applications and 
Pitfalls from a Medico-legal Standpoint’’. 


Transportation of Patients by Air Lines.—The medi- 
eal department of Trans-Canada Air Lines makes the 
following announcement: 

We would like to draw your attention to a new 
policy recently inaugurated by Trans-Canada Air 
Lines, and that is the carriage of stretcher cases be- 
tween any points in Canada served by Trans-Canada 
Air Lines. Prior to this time we have found it neces- 
s2ry to decline the carriage of such cases. It is 
hoped that this new feature will fill a long needed 
service. As a stretcher occupies two seats in an air- 


Book REVIEWS 


Canad. M.A. J. 
Feb. 1948, vol. 58 


craft, the rate charged for such movement is two 
regular fares plus a regular fare for the attendant 
who accompanies the stretcher case. Our main con- 
cern, of course, is that-the patient must not be suffer- 
ing from any contagious disease or any malady which 
might cause discomfort to other passengers in the air- 
craft. Obviously, too, cases of pneumothorax or 
thoracoplasty, or other such problem cases, cannot 
be accepted. 

We are sure this information will be welcomed by 
all members of the medical profession. This item is 
submitted not with the idea of endeavouring to ad- 
vertise our Airline, but to bring to the attention of 
our confréres a news item which should be of some 
value.—K. E. Dowd, M.D., Chief Medical Officer. 


BOOK REVIEWS 


Christchurch Hospital Medical Manual. Edited by C. 
T. H. Newton. 109 pp., illust., 2nd ed. 15/-. N. 
M. Peryer Ltd., Christchurch, New Zealand, 1947. 


This handbook has been revised. It would seem 
to fill the purpose for which it was designed: ‘‘For 
the use of the Visiting and House Staffs, Nurses and 
Dietitians’’. As the editor points out in its preface, 
‘*the manual concentrates on certain aids to clinical 
diagnosis, and the dieting of patients in the wards’’. 
Laboratory methods and clinical considerations are 
mingled in the first section. The second portion con- 
cerning hospital diets, contains a useful note on the 
treatment of diabetics as out patients. The addition 
of a section on medications and treatment would have 
been valuable. The format of the manual might have 
been altered to make it more portable and readable. 
It is not likely to have particular application, in 
Canada. ‘ 


Cineplasty. H. H. Kessler, Orthopedic and Amputa- 
tion Consultant to the Office of Vocational Rehabili- 
tation; Member of New Jersey Rehabilitation 
Commission. 201 pp., illust. $6.75. Charles C. 
Thomas, Springfield, Ill., 1947. 


This meaty volume by an authority on amputations 
in general and the problems of the upper extremity 
amputee in particular is most welcome. It is broader 
in scope than its title would indicate, for although it 
deals with cineplasty in excellent detail, yet it places 
this procedure on the whole background of the upper 
extremity amputation problem, showing cineplasty in 
proper relation and perspective to other mechanical 
and plastic procedures. The text indicates that ampu- 
tation is not preponderantly a military problem, there 
being 18,000 military amputations compared with 
120,000 civilian amputations during the same period. 
Enlarging on this basis, there are excellent chapters 
on history, congenital amputations, plastic procedures 
and rehabilitation. The author draws from a wealth 
of experience at the New Jersey Rehabilitation Clinic 
further enriched by his war service as Chief of the 
Mare Island Naval Amputation Centre. He and the 
publishers are to be congratulated on a concise, well- 
illustrated volume. 


Inter-Allied Conferences on War Medicine 1942-1945. 
Honorary Editor: Major-General Sir Henry Letheby 
Tidy. 531 pp. $11.00. Staples Press Ltd., London, 
W1, England; Macmillan Co. of Canada, Toronto, 
1947. 


These conferences were convened by the Royal Society 
of Medicine, and held in London monthly during the 
years 1942 to 1945. It was the hope of those sihlened 
to attend any of them that some day the papers presented 
would be collected and published. The present volume 
completely justifies that hope, and the reader is given 
here a cross-sectional history of the practice of military 
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CRYSTALLINE PENICILLIN G 


It has been widely established that Penicillin G is a highly 
effective therapeutic agent. The crystalline form of Penicillin G 
prepared and supplied by the Connaught Medical Research 
Laboratories is highly purified. 
Because of this high degree of 
purity, pain on injection is seldom 


reported and local reactions are 





reduced to a minimum. Crystal- 
line Penicillin G is heat-stable, and 


in the dried form can be safely 





stored at room temperature for at 


least three years. PHOTOMICROGRAPH 
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CRYSTALLINE PENICILLIN G IN VIALS 


Highly purified Crystalline Potassium Penicillin G is supplied by the Laboratories in sealed 
rubber-stoppered vials of 100,000, 200,000, 300,000, 500,000 and 1,000,000 International Units. 
No refrigeration is required, 


LIQUID CRYSTALLINE PENICILLIN G IN OIL AND WAX (ROMANSKY FORMULA) 


A heat-stable and conveniently administered form of Crystalline Potassium Penicillin G in 
peanut oil and beeswax is available in 1l-cc, cartridges for use with B-D* disposable plastic 
syringes, or as replacements with B-D* metal cartridge syringes. Each 1-cc. cartridge contains 
300,000 International Units of Crystalline Potassium Penicillin G. 


Liquid, free-flowing Penicillin in Oil and Wax, prepared from Crystalline Potassium 
Penicillin G, is also supplied in 10-cc. vials each containing 3,000,000 International Units. 
No refrigeration or pre-warming is required. 


* T.M. Reg. Becton, Dickinson & Co. 


CRYSTALLINE PENICILLIN G IN TABLETS FOR ORAL USE 


Buffered tablets of Crystalline Potassium Penicillin G are distributed by the Laboratories in 
7 tubes of 12. Two strengths are supplied, 50,000 and 100,000 International Units per tablet. No 
refrigeration is required. 
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Book REVIEWS 


medicine during the recent war which is both authorita- 
tive and succinct. The contributors were medical officers 
of the Armed Forces of the Allies, and a few civilians: 
each was a specialist in his own field. About one-half 
of the book is devoted to purely professional material, 
under the headings of General Medicine and Tropical 
Diseases, Surgical Treatment and Technique, Blood 
Transfusions, Neuropsychiatry, Venereal Disease, and 
Progress in War Medicine since 1939. The medical 
section deals chiefly with malaria, dysentery, infective 
hepatitis, typhus, and nutrition, and the accent is, as 
might be expected, on prophylaxis. The sections on 
blood transfusion and on psychiatry are especially well 
done. The surgeon will be particularly interested in 
those on burns, thoracic surgery, and vascular injuries. 

The remainder of the book is devoted to descriptions 
of medical organization and administration in the Armed 
Forces, and of active operations on land, sea, and in 
the air. The stories of the various campaigns in Africa, 
the Mediterranean, and Europe are told by the senior 
medical officers directly concerned. There are also first- 
hand descriptions of such activities as those of convoy 
rescue ships, and of German horror camps with their 
manifold medical problems. Not the least interesting are 
several accounts of unusual personal adventures. The 
extraordinary human interest that pervades this book 
is sufficient, apart from its great historical and scientific 
value, to assure its being widely read. It is well-produced 
and arranged, and its editor had the advantage not only 
of a previous wide experience as an Army Consultant 
but also of having presided at all the Conferences. It 
can be thoroughly recommended to all in the medical 
and allied and ancillary professions, and a good deal 
of it will be enjoyed by laymen. In those who served 
overseas it will induce nostalgia. 


Occasion Fleeting. H. Barber, Fellow of the Royal 
College of Physicians. 207 pp. 15s. H. K. Lewis & 
Company, Ltd., London, 1947. 


The art of writing medical essays has of late been 
neglected to the great loss of all ranks of the medical 
profession. It is an art compounded of experience, a 
genial humour, a deep sense of values, and tempered by 
training in what is commonly called ‘‘the humanities’’ 
with (usually) the fine discipline of a classical education. 
This form of writing has always been at its best in 
England—the older generation will recall the Pagets, 
Osler, Allbutt and Bashford. Dr. Barber in the present 
collection of essays is in this fine tradition. His style 
is anecdotal and conversational with no pretense to the 
more highly finished literary manner of Langdon-Brown 
whose Thus We Are Men published ten years ago was 
such a fine contribution to medical literary scholarship. 


The charm of this volume lies in its retrospect of 
forty years of practice, the many excellent aphorisms, 
the clinical wisdom distilled from hospital wards and 
consulting room, the rich store of allusions from such 
diverse and delightful sources as Tristram Shandy, Alice 
in Wonderland, Oliver Wendell Holmes, Dickens, Kipling, 
Sir Thomas Browne and detective fiction (Conan Doyle, 
Poe, Christie). The author has a fondness for coined 
wisdom which is evident on nearly every page (his title 
is taken from the first aphorism of Hippo¢rates). He 
reminds us again that the business of medicine is with 
human life in all its aspects rather than with laboratories 
and research records. He swings through the whole arc 
of medicine as it meets its ultimate object—human 
beings. His prime business is with medical training, 
the place of anatomy and pathology, the history as the 
keystone of practice, the handling of relatives, the care 
of aged patients, doctors’ dilemmas, and a shrewd as- 
sessment of the latest medical coinage ‘‘ psychosomatic 
medicine’’ through the eyes of one who saw some of the 
medical masters of the past in the practice of their art. 
This treasurable volume should be a boon to every young 
medical graduate or student. It should be equally 
enjoyed by every older physician who appreciates listen- 
— a wise, honest and companionable member of the 
eraft. 
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Diagnosis in Daily Practice. B. V. White, Assistant 
Clinical Professor of Medicine, Yale University School 
of Medicine; and C. F. Geschickter, Professor of 
Pathology, Mt. Alto Veterans’ Administration Hos- 
pital, Washington. 693 pp., illust. $17.00. J. B. 
Lippincott Company, Montreal, 1947. 


The two authors supply the two complementary 
aspects of practice, the clinical and the academic, and 
both are teachers. The book attempts to emphasize the 
importance of prompt recognition of disease and to 
evaluate clinical findings with a view to further research 
into the case. It also provides a convenient index of 
clinical and diagnostic findings and outlines a routine 
examinatiop. There is an early chapter on statistical 
approach. The book is clear and well arranged and 
should be a useful guide to the selection of a routine 
in diagnosis. 


Personality and its Deviations. G. H. Stevenson, Super- 
intendent, The Ontario Hospital, London, Ont., and 
L. E. Neal, Department of Psychology, University of 
Western Ontario, London. 362 pp., illust. $4.00. 
The Ryerson Press, Toronto; Charles C. Thomas, 
Springfield, Ill., 1947. 


This is a book for the sophisticated layman and it is 
worthwhile reading for every physician who accepts 
psychosomatic medicine. The complexity of the techni- 
cal vocabulary used by the authors varies, so one should 
not be surprised at being tripped up by such statistical 
terms as ‘‘ factorial analysis’’ or confused by a long 
classification of types of mental deficiency. The truly 
interested reader will, it is hoped, consult the biblio-' 
graphies at the end of each chapter. Part I entitled 
the Construction of Personality is the weakest part of 
the discussion. The complexity of personality organiza- 
tion almost defies a simple analysis, and it is felt that 
the treatment of personality organization in Part I 
suffers from oversimplification. However, the rest of 
the book more than makes up for the weakness of Part I. 
The chapter entitled Self-Preservation and Self-Destruc- 
tion is excellent for its clarity in the treatment of basic 
concepts. The term ‘‘instinct’’, generally discarded in 
modern psychological theory, is revived in the new notion 
of ‘‘affect-instinct’’ and proves to be enlightening in 
explaining behaviour motivations. 

The book is very readable and the literary style holds 
one’s interest. It is a worthwhile volume to be added 
to the physician’s library. 


Treatment of Diabetes Mellitus. E. P. Joslin, Medical 
Director, George F. Baker Clinic, New England 
Deaconess Hospital. 861 pp., illust. $10.00. 8th ed. 
revised. Lea and Febiger, Philadelphia; The Mac- 
millan Company of Canada, Toronto, 1947. 


This edition brings to the medical profession the 


most recent information available on diabetes. The ad- 
dition of new chapters and a complete revision of most 
of the others have been required. This book requires 
no introduction to the profession. However, mention 
should be made of some of the changes in the present 
edition. Alloxan diabetes forms the subject of a new 
chapter. The use of potassium as an adjuvant in the 
treatment of coma is discussed. The degenerative 
lesions which are occurring in young diabetics is 
presented and the literature on diabetic glomerul- 
sclerosis is reviewed. The chapters dealing with statis- 
tics, physiology, pathology, allergy, diseases of the 
nervous system and digestive systems have been revised 
or rewritten. The chapter on physiology is excellent 
and deals with our knowledge of carbohydrate metabol- 
ism, lipotropic substances, use of radioactive isotopes, 
etc. This volume holds rather a unique position in medi- 
eal literature and is the accepted reference book on 
the subject of diabetes. The book can be recommended, 
without reservation, to students, practitioners and 
specialists. 
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ADVANCED REFRESHER COURSES 


The Faculty of Medicine of the University of Toronto offers 
Advanced Refresher Courses in Medicine, Surgery, Obstetrics 
and Gynaecology, with teaching in Anatomy, Physiology and 
Pathology, from September 7th to October 23rd, 1948. 


These courses, although they provide preparation for the 
higher examinations of the Royal College of Physicians and 
Surgeons of Canada, are available to any graduate in Medicine 
who desires advanced instruction in the subjects noted. 


Courses will be given for a minimum of ten students and a 
maximum of twenty-five students in each subject. 


The fee will be $200.00 payable in advance to the Chief 
Accountant, Simcoe Hall, University of Toronto. 


Application should be made to the Dean of the Faculty of 
Medicine by April Ist if possible, and not later than July Ist, 
1948. 


Candidates registering for these courses will receive, on 
request, a list of recommended reading. 
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Morphologic Hematology. Special Issue No. 1 of 
Blood, The Journal of Hematology. W. Dameshek, 
Editor-in-Chief. 200 pp., illust. $4.75. Grune & 
Stratton, New York, 1947. 


This special issue contains information of value to 
the research hematologist, the practicing hematologist 
and the medical internist. To the last named could be 
commended the cytomorphological observations by 
Forteza-Bover on cases of Hodgkin’s disease with very 
fine accompanying photomicrographs; also the report 
by Sundburg and Spink dealing with the diagnostic 
value of bone marrow aspiration in active brucellosis, 
giving the differential criteria for separating this dis- 
ease from sarcoidosis and tuberculosis. The clini¢al 
hematologist will be grateful for the addendum to our 
knowledge of the normal cellular pattern of bone marrow 
provided by the researches of Vaughn and Brockmyre. 
Mention should also be made of the inspiring and in- 
formative preface and foreword by Dameshek and Jones 
respectively. By reading these the general practitioner 
can, in a few minutes, get a good bird’s eye view of 
recent progress in morphologic hematology although the 
substance of the text is beyond his immediate require- 
ments. 


Nutritional Disorders of the Nervous System. J. D. 
Spillane, Assistant Physician and Neurologist, 
Cardiff Royal Infirmary. 280 pp., illust. $4.50. E. 
& 8S. Livingstone Ltd., Edinburgh; Macmillan Co. 
of Canada, Toronto, 1947. 


This book deals systematically with the nutritional 
disorders of the nervous system. It is based on the wide 
experience with these conditions by the author during 
the recent War. It includes an excellent review of the 
various types of disorders due to deficiency of vitamin 
B complex. The book is extremely well illustrated. The 
author is to be complemented on his method of presenta- 
The subject is one which can be extremely com- 
plicated and he has managed to keep it all in under- 
standable language. He points out the importance, in 
treating pellagra and other deficiency states, of providing 
an ample and balanced diet. The mere addition of a 
vitamin or vitamins in large quantities is less effective 
and is unsound in principle. It may even be harmful 
to the patient. An individual who has developed prim- 
ary pellagra has been living on a diet inadequate in 
many respects. He is deficient in several vitamins known 
and, perhaps, unknown. There is also evidence that 
rapidly increasing the intake of one particular vitamin 
may precipitate vitamin imbalance and evidence of defi- 
ciency in another factor. Again, it is pointed out that 
alcoholic polyneuritis does not develop when there is a 
satisfactory food intake, including the components of 
the B complex. The discussion of Wernicke’s syndrome 
is particularly enlightening. The main features of the 
fully developed syndrome consist of disturbances of 
consciousness and ophthalmoplegias. The clinical and 
experimental evidence points to the importance of nutri- 
tional deficiency in the etiology of Wernicke’s encephalo- 
pathy. In particular, the experimental evidence strongly 
indicates deficiency of thiamine as the essential etio- 
logical factor. The book is to be recommended to those 
who are inteested in this branch of medicine. 


Physiology of Man in the Desert. E. F. Adolph and 
Associates, Department of Physiology, University 
of Rochester, New York. 357 pp., illust. $6.50. 
Interscience Publishers, Inc., New York, 1947. 


This monograph presents the results of investigations 
conducted, largely during the period of the last war, 
by the 11 members of the Rochester Desert Unit. The 
work of this Unit included studies of human subjects 
in the Colorado Desert of California, in the ‘‘hot room’’ 
of the Desert Laboratory Unit at the University of 
Rochester, on life rafts on the ocean off the coast of 
Florida, and in the tropical jungle of Florida. Four 


main topics are discussed—human heat exchanges, human - 


water requirements, methods by which men can economize 





the body’s use of water, and effects on men of water 
shortage. Although the greater part of the book deals 
with these aspects of metabolism in relation to the 
desert environment, there are also chapters on water 
losses of men on life rafts and physiological reactions 
to a tropical climate. These studies will be of interest 
to all who are concerned with either the theoretical or 
the practical aspects of human heat exchanges and water 
requirements. The experimental data, which are 
presented in detail, and the recommendations based on 
these data will be invaluable to those responsible for 
the welfare of men under conditions involving increased 
water requirements or restricted water supplies. It is 
stated in the preface that many portions of the material 
contained in the monograph were written and circulated 
among colleagues between 1942 and 1945, but no men- 
tion is made of the use which may have been made of 
this valuable information during the war. The reviewer 
therefore wishes to record that, through the kindness 
of the United States Office of Scientific Research and 
Development, interim reports on the work of this 
Rochester Desert Unit were received regularly during the 
war by the Canadian Army Overseas, and were used in 
laying down policy relating to the welfare of Canadian 
troops. 


BOOKS RECEIVED 


British Encyclopedia of Medical Practice. Edited by 
Rt. Hon. Lord Horder, Physician to the King. 527 
pp. and Cumulative Supplement. 273 pp., illust. 
Butterworth & Co. (Publishers), Ltd., London, 1947. 


British Journal of Nutrition. Vol. I, No. 1. 115 pp. 
20s. Cambridge University Press, London, Septem- 
ber, 1947. 


Differentialdiagnose der Lungen Réntgenbilder. R. 
Zeerleder, Zweite, Neubearbeitete und wesentlich 
erweiterte Auflage. 296 pp., illust. Fr. 28. Medi- 
zinischer Verlag Hans Huber, Bern, 1947. 


Medical Addenda. Related Essays on Medicine and 
the Changing Order. 156 pp. $1.75. The Common- 
Foundation, New York, 1947. 


Medical Education and the Changing Order. R. B. 
Allen, Executive Dean, Colleges of Dentistry, Medi- 
cine, and Pharmacy, University of Illinois, Chicago. 
142 pp. $1.50. The Commonwealth Fund, New York, 
1946. 


Medical Writings of Anonymus Londinensis. W. H. 8S. 
Jones. 168 pp. $3.15. Cambridge University Press, 
London; Maemillan Co. of Canada, Toronto, 1947. 


Ocular Therapeutics. William J. Harrison, Associate 
Professor in Ophthalmology, Jefferson Medical 
College. 112 pp. $4.25. Charles C. Thomas, Spring- 
field, Illinois; The Ryerson Press, Toronto, 1947. 


Problems of Early Infancy. Edited by M. J. E. Senn, 
Department of Pediatrics, Cornell University Medi- 
eal College, New York. 70 pp. 75c. . Josiah Macy, 
Jr. Foundation, New York, 1947. 


Sex Power in Marriage. E. W. Hirsch, formerly on 
Urological Faculty, College of Medicine, University 
of Illinois. 218 pp. $3.00. Research Publications 
of Chicago, 1947. 


Through the Stratosphere. M. Davis. 253 pp. $2.75. 
Macmillan Co., New York; Macmillan Co. of Canada, 
Toronto, 1946. 


Training in Clinical Psychology. Edited by M. R. 
Harrower, Psychological Consultant, Department of 
State, New York. 88 pp. $1.50. Josiah Macy, Jr. 
wealth Fund, New York, 1947. 








